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Local Anzesthesia 
in Surgical Practice. 


OVARIAN CYST 
(Typical Case.) 


Operation : Hysterectomy ; Bilateral Salpingectomy ; Right Oophorectomy 
Appendectomy. 


Mrs. W. P. A., aged forty-four years. 


Anesthesia: Local infiltation ; pelvic splanchnic. 

Anesthesia and Operative Technique: A midline infiltration was made, using 150 
c.c. Novocain-Adrenelin solution, and the abdomen was opened with a 10 cm. 
incision. The cyst which presented was punctured with a large trocar. By means 
of suction 6000 c,c, of brown opaque thick fluid was aspirated so that the partially 
collapsed tumor could be drawn through the wound. It was found to take origin 
in the right ovary, which was removed along with both tubes and the uterus, as 
the malignant character of the cyst was noted on examination. Appendicectomy 
was also performed. All raw surfaces were peritonized and the wound was closed 
without drainage. 


Extract from ‘‘Practical AnzstMesia.’’ (Farr). 


(Full technique of this and one hundred other operations under Local Anesthesia 
will be found in the above work, published by Henry Kimpton, 263, High Holborn, 
London, W.C.1) 





| Ample supplies of Novocain are available for the use of surgeons at all 
|the chief hospitals. Specify ‘‘ Novocain”’ for your next operation. 





Novocain does not contain cocaine and does not come under the Dangerous Drugs Act, 


Literature on request. 


THE SAFEST LOCAL ANASTHETIC. 


OVYOCAT 


The Original Preparation 


English Trade Mark No. 276,477 (1905). 


The Saccharin Corporation Ltd., 72 Oxford St., LONDON, W.! 


Telegrams : “Sacarino, Westcent, London.” Telephone ; Museum 8096. 


: Australian Agents—J. L. Brown & Co., 501 Little Collins Street, Melbourne. 
New Zealand Agents—The Dental & Medical Supply Co., Ltd., 128, Wakefield Street, Wellington. 
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The Induction of Labour by Puncture of the Membranes.* 


The Report of a Series of Cases and a Consideration 
of the Cause of the Onset of Labour. 


By Gipson FitzGrspon, M.D., M.Ch. (Dublin), F.R.C.P.1., 
F.C.O0.G. 


Consulling Gynecologist, Rolunda Hospital, Dublin. 


ARTIFICIAL rupture of the membranes as a means of inducing labour 
is of considerable antiquity ; it is certainly the oldest of the methods 
usually enumerated in the textbooks. It is commonly called 
Scheel’s method, but when or where he introduced it I have not 
discovered, In 1856, Ramsbotham, in his textbook, mentioned the 
method but seems to have abandoned it in favour of the adminis- 
tration of ergot. This method he found unreliable and very 
detrimental to the foetus. He then again adopted rupture of the 
membranes preceded by a few doses of ergot, and stated that this 
method proved the most satisfactory of any he had tried and gave 
better results for the infants. 

Schroeder, in his manual of midwifery, 1873, mentions the 
method and quotes Scheel as saving, ‘‘the effect follows with great 
certainty though sometimes rather slowly,’? and Rokitansky as 
saying, ‘the liquor amnii drains off slowly and gives better results 
to mother and child than any other method.”’ Still, Schroeder 
condemns the method ‘‘on account of the disadvantages which may 
accrue from the premature rupture of the membranes."’ This is 
typical of the attitude adopted towards the procedure during the 
past half century, although it has always been advocated and 
extolled in a small group of cases, such as hydramnios, placenta 
previa (but in these cases it is followed by bringing down a leg), 
and in accidental haemorrhage in which, during the past few vears, 
it has been shown to be of enormous value and reliability. As 


*This paper was read before the Eighth Congress of Obstetrics and 
Gynecology, Glasgow, April 22—24, 1931. 
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long as | have been interested in obstetrics I have never met 
anyone who had given the method a systematic trial, or who could 
produce any concrete grounds for condemnation. | am very much 
inclined to think it is a case of once giving a dog a bad name. 

During the last few years of my Mastership of the Rotunda 
Hospital | had adopted the method with increasing frequency, 
but I reserved it altogether for multiparous women. Since I left 
the Rotunda I have adopted the method to an_ increasing 
extent in all classes of cases, and in the last 18 months I have 
practised no other method. My experience has unfortunately been 
confined to my private practice, and so the series of cases I record 
here is composed of only 23 operations on six primigravidze and 
seventeen multipare. Since | compiled the figures for this paper 
| could add another seven cases of my own or of colleagues whom 
I have advised to try the method. The inclusion of these cases 
would raise my numbers to 30 but they would not appreciably alter 
the other figures. 

For the purpose of comparison I looked up the last 50 con- 
finements that I have attended, exclusive of those in which labour 
was induced. I found that in 14 instances (28 per cent) the onset 
of labour was preceded, and apparently induced, by the spontaneous 
rupture of the membranes. These cases included six primigravide 
and eight multipare. Of the remaining 36 cases six must be 
excluded as totally abnormal, leaving 30 cases which followed a 
normal course of labour with rupture of the membranes at the end 
of the first stage. [I have compared in the one group the length of 
time that elapsed after the spontaneous rupture of the membranes to 
the onset of labour, and in both groups the duration of labour with 
the same facts found in the group of cases treated by induction of 
labour by puncture of the membranes. | much prefer, and all 
through this paper have adopted, the nomenclature ‘‘puncture of 
the membranes”’ when referring to the operative procedure. 

In the majority of instances the indication for induction of 
labour was to prevent disproportion or to prevent a prolongation of 
pregnancy beyond term: with the latter indication there were two 
primigravidee and five multiparze who had completed the fortieth 
week of pregnancy. The duration of pregnancy when labour was 
induced varied from 36 weeks and 2 davs to 40 weeks and 5 days. 
One infant, of a woman suffering from severe toxemia, weighed 
only 45 pounds; the others were all over 6} pounds ; two were over 
nine pounds and seven were over eight pounds in weight. 

One infant was born dead (Case 22); it died during delivery 
as a breech after version on account of contraction ring dystocia. 
The mother was a three-gravida, she had had very prolonged 
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labours and was delivered with great difficulty in her first two 
confinements—the infants were large but there was no pelvic 
contraction. I hoped to avoid difficulty by getting a smaller infant, 
but I lost the infant from delay in extracting the after-coming head. 
The other infants were all born alive; that of Case No. 7 had a 
thyroid tumour and died; the others are all still alive and well. 

The entire series of cases was completely free from morbidity 
or other cause of anxiety. There was no instance of failure of 
the method to start labour. 

The series gives the following results. 


INDUCTION OF LABOUR BY PUNCTURE OF THE MEMBRANES. 





Onset of Labour Delivery Completed 
No. Shortest Average Longest Shortest Average Longest 
of time time time time time time 
Cases hours hours hours hours hours hours 





11.8 64 3.5 20.3 69 








The primigravidze taken by themselves are particularly interesting ; 
they varied from 23 years of age to 38 years. The duration of the 
pregnancies ranged from 36 weeks and 4 days to 40 weeks and 5 
days. While I was at the Rotunda Hospital | was doubtful of 
the advisability of practising the method on primigravide. As 
a result of my experience | am satisfied that the operation is more 
efficient in the case of a primigravida. They all respond rapidly 
to the method, as shown in the following table, 


PRIMIGRAVID-E. 








Onset of Labour Delivery Completed 
No. Shortest Average Longest Shortest Average Longest 
of time time time time time time 
Cases hours hours hours hours hours hours 





6 # 220 4.3 a 





Case No. 2 was suffering from severe toxzemia. [| had introduced 
a stomach tube into the uterus and six hours later gave pituitrin in 
; ¢-c¢. doses at half-hourly intervals for six doses. There was no 
response. At the enc of 24 hours [| removed the tube; the cervix 
was unaltered and I punctured the membranes. Labour started in 
four and a half hours, and delivery was completed in nine hours 
from the time of the puncturing of the membranes. This was the 
second primigravida on whom [| practised the method; she was 


the most premature and the slowest of the nine primigravidee upon 
whom [| have performed the operation, 
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The multiparze number 15 women, on two of whom the method 
was practised twice. They show a much slower response than the 
primigravide. 

MULTIPAR#. 





No. Shortest Average Longest Shortest Average Longest 
of time time time time time time 
Cases hours hours hours hours hours hours 





17 5.5 ) 5.8 25.8 69 








Case No. 8 is shown as responding immediately, but a stomach 
tube had been introduced 24 hours previously. As there was no 
evidence of labour and the cervix was unaltered, the tube was 
removed and the membranes punctured. Delivery was completed 
16 hours later. 

Case No. 7 had a very marked degree of hydramnios. There 
was not any uterine activity for 64 hours, and then delivery was 
completed five hours later. Among the multiparz six did not 
respond for 24 hours or longer; the other eleven responded in an 
average of 6} hours. A fact which does not appear clearly in 
the table of cases is very evident in my notes. The five multiparz 
who did not respond in 24 hours were four women who had, as 
a result of their previous continements, very relaxed or damaged 
parametric tissues, while the woman with hydramnios was the 
slowest. 

When we turn to the fourteen cases in which the membranes 
ruptured spontaneously before the onset of labour, composed of 
six primigravidz and eight multiparz, varying from 32 weeks and 
2 days to 40 weeks and 4 days in the duration of pregnancy, we 
find : 


LABOUR FOLLOWING SPONTANEOUS RUPTURE OF MEMBRANES. 





Onset of Labour Delivery Completed 

No. Shortest Average Longest Shortest Average Longest 
of time time time time time time 

Cases hours hours hours hours hours hours 





14 18.5 48 2.5 








The only marked difference from the results following induction 
of labour by puncture of the membranes is in the average times 
for the onset of labour and completion of delivery. This is better 
shown and the cause indicated in the following comparison of 
the average times in the two groups after dividing the cases into 
primigravide and multipare. 
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COMPARISON OF AVERAGE TIMES. 








Onset of Labour Delivery Completed 
All cases 1-para x-para All cases 1l-para —x-para 





After Artificial 11.8 2.25 5.2 8.5 9.25 10 
After Spontaneous 18.7 18 5 7.5 10 6.25 





There is practically no difference in the multiparee in the two 
groups—they took, respectively, 25} and 24} hours to complete 
delivery after the waters escaped. There is only three-quarters 
of an hour difference in the duration of labour in the primiparze, 
but the big difference in the average time of the onset of labour 
occurs among the primigravide, those after spontaneous rupture 
not starting labour for nearly 16 hours longer than those after 
puncture of the membranes. This is explained by looking at the 
notes of the cases. Only two of these six primigravide can be 
considered normal; of the other four, one was in the 33rd week of 
pregnancy and had had a large myoma enucleated in the fourth 
month; one had hydramnios; one was over term, with definite 
disproportion; and the fourth had very relaxed abdominal walls 
following operation, and the foetus lay occipito-posterior ; in fact, 
all had conditions that might be expected to delay the descent of 
the head after the membranes ruptured. Similar conditions did not 
exist in the primigravidee in whom the membranes were punctured. 
Three of the multiparae were unduly slow; a g-para with twins, a 
7-para and the slowest had a lateral placenta praevia and did not 
start labour until a leg was brought down: thus, these women 
also had conditions which might delay the descent of the head. 

Finally, | have compared the duration of labour after induction 
by puncture of the membranes with that after spontaneous rupture, 
in 30 normal cases, dividing the women into primiparee and 
multiparee : 


DURATION OF LABOUR. 








No. of Cases Duration of Labour 
1-para X-para 








Normal Labour 10.6 7.5 
Spontaneous R. 10.0 6.25 
Artificial P 





The difference is negligible; that appearing in the multipare being 
probably due to a closer watch for the onset of labour after 
induction, as shown in the table immediately preceding the above. 
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In the foregoing analysis [ think I have shown that induction 
of labour by puncture of the membranes is a reliable method and 
that it does not entail any of the traditional disadvanages. All 
other methods that I have tried have given me failures in smaller 
series of cases, and failure of response to all and each of the methods 
usually practised is the universally recognized disadvantage in 
the operation of induction of labour. If labour is induced by any 
method in a case with a disproportionate presenting part and labour 
does not-advance, any subsequent disaster is not due to the loss of 
the liquor amnil, it is the result of labour with an extreme degree 
of disproportion, and such would have resulted after the onset of 
spontaneous labour. This is, | believe, the source of the traditional 
condemnation and of the belief that early rupture of the membranes 
retards labour. | am fully convinced from my experience of 
obstetrics that the bag of waters dves not play any part in ihe 
dilatation of the cervix; the fore-waters are completely cut off by 
the presenting part from the intra-uterine tension and it is. the 
presenting part alone that dilates the internal os and the cervix. 
If, for any reason, the presenting part does not cut off the fore- 
waters from the intra-uterine tension a large bag of membranes 
forms in front of the presenting part and invariably ruptures early 
in labour. 

Further, | should like to state my emphatic belief that the cause 
of the onset of labour in the last fortnight of normal pregnancy is 
“purely mechanical and results from stimulation of nervous 
impulses by the pressure of the presenting parl of the fatus on the 
parametric tissue surrounding the internal os and the supravaginal 
portion of the cervix.”’ 

At the end of the thirty-second week of pregnancy the foetus 
is still freely mobile inside the uterine cavity and the uterus is 
supported above the pelvis by the parametric tissue at its normal 
level, but from this date the growth of the foetus is rapidly over- 
taking the uterine growth. About the end of the thirty-fourth week 
the free ascent of the uterus in the abdominal cavity becomes 
retarded by the thoracic diaphragm, but the increasing length of 
the fectal ovoid finds accommodation by dilating the lower segment 
of the uterus and the supravaginal portion of the cervix. At about 
the end of the thirty-seventh week the foetal head has been depressed 
as much into the pelvis as quiescent pressure on the tissues will 
allow. From this time the further increase in the length of the 
foetal ovoid finds accommodation by the expression forwards of 
the fundus of the uterus against the upper anterior abdominal 
wall until the limit of quiescent stretching of the abdominal walls 
is reached. This constitutes dropping of the fundus and occurs 
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sometimes in the last three weeks of pregnancy, according to the 
relative size of foetus and abdomen. After that the progressive 
growth of the foetus produces active pressure on the parametric 
tissue surrounding the supravaginal portion of the cervix. This 
active pressure stimulates the nerve ganglia and precipitates labour. 

I consider this belief is supported by the facts | have pointed 
out in relation to those cases that were slow in falling into labour 
after puncture or rupture of the membranes. Further, if cases are 
observed it will be noticed that when the presenting part, for any 
reason, such as disproportion or excess of liquor amnii, is not 
normally engaged in the brim of the pelvis during the last three 
or four weeks of pregnancy, there is a marked tendency for pro- 
longation of pregnancy over term if labour is not precipitated by 
the accidental rupture of the membranes, and it is this accident 
which enables labour to be stimulated. This fact, | consider, has an 
important bearing on the induction of labour. Disproportion, from 
its salient characteristic, a free presenting part, is the most potent 
cause of the absence of the normal source of stimulation ; therefore, 
if by puncturing the membranes the presenting part is made to 
fix, it follows that the normal source of stimulation is supplied. 
It is essentially the patients with free presenting parts who fail to 
respond to the commonly adopted methods of induction, The 
stomach tube coiled in front of the head, or a balloon, most nearly 
supplies the deficiency ; bougies only act by a haphazard irritation. 
The medicinal method acts well at term, when the head is engaged, 
by inereasing uterine tension, and thus causing pressure of the 
presenting part on the tissues below, but it signally fails when 
the head is free. 

Technique. The only instrument I use is a moderately stiff 
male catheter stilette. [always obtain a cephalic presentation, if 
that does not exist, some weeks before the date of induction. If 
possible | place the patient in a gynecological chair. | pass one 
finger up and through the cervix into contact with the head. Some- 
times the cervix lies rather far back, and T then hook my finger 


inside the os and draw the cervix forward. | pass the stilette along 
my finger until the tip comes in contact with the head, and then, 
by oushing the tip of the stilette with the internal finger in sharp 
movements across the presenting part and keeping it well pushed 
up, the membranes are scratched through and a small trickle of 
waters comes away. T work the tip of the stilette about a little longer 


to ensure a free Opening in the membranes before withdrawing it. 
I retain my finger against the head and, with the assistance of the 
other hand externally, intermittently push the head upwards in 
the uterus, allowing gushes of waters to come away. The liquor 
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amnii does not come away freely unless there is an excess, and even 
then, after the first flow, it has to be pumped out of the uterus in 
this manner. When the head becomes difficult to displace upwards 
I allow the patient to go back to bed or move about her room, as she 
prefers. I nearly always puncture the membranes in the forenoon, 
and if labour has not started by 10 p.m. I give a hypodermic 
injection of morphia to ensure sleep. 1 do nothing more until 
labour starts and then I administer scopolamine and morphia. 

In the above technique there are two points [ want te emphasize. 
The point of puncture of the membranes must be controlled by ihe 
internal finger so that it is front of the head; and second, that of 
making waters escape until the head comes to press firmly against 
the cervix. From such references to Scheel’s method as | have 
been able to find, it appears most probable that it consisted of 
puncturing the membranes high above the head. This is the pro- 
cedure still advised and it results in causing the waters only to 
leak slowly away without letting, or making, the head come down 
against the cervix and so originating the stimulus which promotes 
uterine action. My case No. 7 with hydramnios was one of my 
early cases and I omitted this part of the technique; that was the 
cause of the proiracted delay in the onset of labour. Liquor amnii 
dribbled away profusely for over two days. The patient com- 
plained bitterly, as she said, “of always sitting in a puddle.”’ If 
what I suggest is adopted the patient remains virtually dry and 
comfortable, with only a vulvar pad. 
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LABOUR FOLLOWING INDUCTION BY PUNCTURE OF MEMBRANES. 


Period of 
Gravida gestation Labour Delivery Weight The hour of puncture 
Age Para wk’s days started completed Infant of membranes is 0. 


23 
30 
38 
25 
27 
36 
27 
42 
35 
32 
38 


40.5 p 
37.4 4h 
39.2 3 
40.0 1s 
39.4 13 
36.4 2s 
40.2 64 
38.1 0 
38.3 2 
40.0 2s 
40.3 24 
37 38.2 36 
29 40.2 
23 2 38.4 
32 40.1 
28 39.3 
2 2 36.5 
32 36.2 
40 4 364 


Tube 24 hours ineffective 
Myomectomy 2 years before 


ToC ee Oo 
an 


Severe hyperemesis 
Marked hydramnios 
Tube 24 hours ineffective 


Nanna GS 


CNAON eB ee eee 


qu 
rT 


ee 
_o 


Live infants; uterine suspension 


w 


SF OCK FH OH 


THIF WH 
o 


Difficult first labour 

Same as Case 17 

Ist craniotomy, 2nd and 3rd 
induced 

Some disproportion 

Same as Case 20 

Infant died, contraction ving 

Prolapse operation 15 years 


° 
x 


a 


St ae 39.3 

oor 4 38.0 5 
40 38.3 30 
37 j 38.0 40 


NAS 
en 
a 


LABOUR FOLLOWING SPONTANEOUS RUPTURE OF MEMBRANES. 


Period of 

Gravida gestation Labour Delivery Weight The hour of puncture 
Age Para wks days started completed lufant of membranes is 0. 
32.2 30 37 4.8 Infant died 
39.0 4 135 6.12 
39.4 10 21 8.0 
40.4 22 30 7.0 Slight disproportion 
39.5 22 31 6.4 Hydramnios 
37.5 20 36 6.0 Occipito- posterior 
37.2 ¢ 8.0 Hydraminios 
‘ae 3.8 ) 
35.1 13 f 
37.4 7 7 6.4 
38.1 ? 5 7.12 
39.2 2 ‘ 8.1 Membranes leaked two days then 

definite rupture 
35.0 4 6. Still-born 
37.5 : 
31.0 ‘ j 4, Lateral placenta previa, leg 
brought down 


34 
27 
28 
36 
26 
32 
37 
39 
30 
42 
28 


N Gam owe 
a re ree rer a 


Cc 


Twins 


Ce -1to 


32 
33 
38 


woown 





(The discussion on this paper will be found on page 625). 





*Lower Uterine Segment Cesarean Section. 


By J. Sr. GEorRGE Witson, M.C., M.B., Ch.M. (Liverpool), 
F.R.C.S. (England), M.C.O.G, 


Honorary Assistant Obstetric and Gynecological Surgeon, 
Liverpool Royal Infirmary; Consulling Obstetrician, Walton 


Hospital, Liverpool, 


Historical survey. 

I do not propose to enter deeply into the historical aspect of 
the lower segment Czesarean section operation, except in so far 
as it demonstrates the reasons for its adoption. The vear 1882 
marks the time from which the technique and description, by 
Sanger, of the so-called classical Czesarean section made it a 
feasible operation. Prior to this, various incisions and routes of 
approach to the uterus, devised to avoid opening the peritoneal 
cavity, had been described. The Sanger operation caused imme- 
diate extension of the indications for Czesarean section, beyond the 
two main groups of cases, for which it was originally used, viz., 
extreme contraction of the pelvis and the presence of tumours 
obstructing the birth canal. 

The disadvantages of Sanger’s operation were soon noted, and 
are recognized at the present dav in: 

1. The danger of sepsis in infected, or suspect, cases is greatly 
increased, the longer the labour has been in progress. 
Post-operative intestinal complications are always trouble- 
some, and sometimes fatal. 

Peritoneal adhesions. 

Danger of rupture of the uterus in subsequent pregnancies 
and labours. 

Primary mortality of one to two per cent, 


To avoid these faults, Frank, in 1go6, suggested a return to 
one of the old-fashioned methods of approach to and incision ot 
the uterus, and, later, Sellheim described the surgical anatomy of 


the parts and suggested opening the lower part of the uterus, with 
various methods of approach. A number of different methods, 


* A paper read before the North of England Obstetrical and Gynecological 
Society, March 20th, 1931. 
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based on Sellheim’s work, have been suggested, which may now 
be grouped in two categories : 


1. Completely extraperitoneal (after Latzko). 
2. Intraperitoneal or transperitoneal, 


These two methods of Caesarean section, especially the latter, 
were quickly adopted by Continental and American obstetricians, 
with the result that the majority of statistics with respect to 
these methods is to be found in foreign literature, 

Owing to the conservatism of the British obstetrician this 
valuable method of delivery has not been employed to any great 
extent, and only in a few isolated centres, in the British Isles. 

As a student, house-surgeon and obstetrical registrar succes- 
sively, in Liverpool, | never saw the operation done, though 
Professor Blair Bell read a note to the North of England Obstetri- 
cal and Gynecological Society in February, 1y20, on two cases 
It was not until | visited Vienna in 1922 that | saw the lower 
segment Cesarean section for the first time. It was performed 
then, after the onset of labour, by opening the peritoneal cavity 
and suturing the cut edges of the peritoneum to the anterior uterine 
wall, before opening the lower segment by a mid-line incision. 

In 1920, Eardley Holland’ read a paper before the Obstetrical 
and Gynecological Section of the Roval Society of Medicine on 
the subject of rupture of the Czesarean section scar in subsequent 
pregnancies or labour, his attention having been drawn to it by 
five recent cases at the London [Hlospital. Ile came to the eon- 
clusion that : 


The frequency of rupture of the Caesarean section sear in 
subsequent pregnancy or labour (excluding abortions) is four 
per cent, 

The cause of ruptured scar is imperfect healing, leading to 
a thin sear in which muscular union has failed. 

All thin scars stretch during pregnancy, and rupture of a 
thin scar may be determined solely by the intra-uterine 
tension of normal pregnancy, or by the uterine contractions 
of normal labour; or it may be favoured by var.ous accidental 
factors, of which the chief is insertion of the placenta over 
the scar, with partial separation of the placenta and retro- 
placental haemorrhage. 

The chief cause of imperfect healing is infection of the uterine 
wound; other causes being, poor methods of suture and 
employment of unsuitable suture material. 
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As regards incision, the scar of the transverse fundal incision 
is especially liable to rupture. One case only of rupture of 
a cervical incision had so tar been reported. 


This work evidently made Holland dissatisfied with the results 
of the classical Czesarean section operation, for, the next year, 
opening the discussion on Cesarean section with Munro Kerr, 
at the Annual Meeting of the British Medical Association,’ he 
contrasted the classical Caesarean section untavourably with the 
lower segment operation, and stated that he had then performed 
the latter nine times. Munro Ierr said he had performed the 
lower segment operation 22 times, and described his technique. 

In 1926, I attended the Coombe [lospital Centenary Celebra- 
tions in Dublin, and heard Munro Kerr and [lendry (Glasgow), 
De Lee (Chicago), Eardley Holland (London), and Essen Moller 
(Sweden) discuss the advantages of the lower uterine segment 
Cesarean section. [had recently operated on two cases of ruputre 
of a previous Caesarean scar, and shortly afterwards saw a third. 
This experience caused me to try the lower uterine segment 
Czesarean section, and I did my first case on October 12, 1926. 

Up to date | have performed this operation 57 times, and present 
the results of 50 cases, details of which are available. 


These cases consist of : 
Primigravidee 23. 
Multipare 27, 15 of whom had had previous Czesarean 
sections, including four lower segment operations. 


INDICATIONS FOR OPERATION. 
Primigravidee Multipare 
Contracted Pelvis, 37. 
General contraction 
Flat Be a 
Oblique contraction ...0... 
(Old tuberculous hip). 


Disproportion, 2 


Fibroid in pelvis 

Dermoid cyst 

Broad ligament cyst 

Fimbrial cyst 
Morbus Cordis, 2. 

Mitral stenosis 

Aortic regurgitation 
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Bad Obstetric History, 3 


Prolapsed Cord, 1. 


Elderly primigravida, . 
Premature rupture of membranes 
(Breech presentation) 


Generally contracted pelvis. 
Five of the 12 multiparze had been delivered previously by 
Ceesarean section. 


Flat peivis. 
Seven of the nine multiparze had been delivered previously by 
Czesarean section, 


Disproporlion. 

Disproportion is the reason usually given when a Czesarean 
section is performed in a case with an apparently normal pelvis, 
and for some reason the head does not fit the pelvis well. It may 
more correctly be ascribed to a certain amount of deflexion of the 
head, due to, or associated with, imperfect functioning of the 
uterus. This is the main type of case referred to by Leyland 
Robinson in his paper, “The Old Multipara.”'* The primigravida 
noted as disproportion had asynelitism, was in labour 36 hours, 
and had an apparently normal pelvis. The child weighed 6 pounds 
8 ounces, 


Tumours. 

One pedunculated fibroid occupying the pelvis in a_primi- 
gravida. Two ovarian tumours in primigravide, the broad liga- 
ment cyst occurring in a woman who was pregnant for the fourth 
time, 


Morbus cordis. 

Abdominal delivery was undertaken for the double purpose of 
relieving the patient of the strain of delivery and of ligaturing the 
Fallopian tubes to prevent further pregnancies. 


Bad obstetric history —three cases. 

The first case, a 5-gravida, had her last three children delivered 
with the forceps. She was in labour 30 hours, with membranes 
ruptured, and the vertex presenting in the right occipito-posterior 
position, The child weighed 7 pounds 2 ounces. The second case 
had had three difficult, forceps deliveries and subsequently, a 
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perineorrhaphy. Her last child had been delivered by a classical 
Ceesarean section. She had twins. The third patient had had four 
still-births, two Casarean sections, an incisional hernia, and 
wished to be sterilized, 


Prolapsed cord. 

Munro Kerr states that a good obstetrician never performs 
Czesarean section for prolapsed cord. I did so in this case because 
the patient was a primigravida of 33, whom we had watched until 
the cervix was fully dilated, when the cord came down, and the 
head was not yet through the brim. 


Elderly primigravida. 

The patient was a primigravida of 38 years, the membranes 
had been ruptured for four days, the presentation was found to be 
a breech, 


Trial of labour. 

It is claimed by authorities who recommend the lower uterine 
segment Czesarean section that the indications for operation can 
be greatly extended by its use with safety to both mother and child. 
I maintain that though the list of indications may be extended by 
the routine use of the lower segment operation, the total number 
of deliveries by Czesarean section, or the operation rate, will be 
greatly diminished. In any record of Czesarean sections, the com- 
monest and most frequent indication is contracted pelvis. About the 
grossly contracted and distorted pelvis there can be no argument, 
but in the case of the generally contracted pelvis, which, as a rule, 
is only slightly contracted, there is some controversy as to the 
treatment. 

Since the advent of almost universal pelvimetry in antenatal 
examination, there is a tendency for a large number of cases to 
be labelled as general contraction of the pelvis because their external 
measurements are less than those given as normal. I am of the 
opinion that the so-called normal measurements of the pelvis are 
well above the average figures. A large number of patients, there- 
fore, noted as having a generally contracted pelvis on antenatal 
examination, will be found to deliver themselves naturally. A 
further number of patients who give rise to doubt at the final ante- 
natal examination as to their possibility of being delivered by the 
natural passages, if left to go into labour, surprise the attendant 
sometimes by having a smooth and normal delivery. A final small 
number of cases, about some of which there may have been doubt, 
but also including some about which the obstetrician was confident, 
will be found incapable of delivering a living child per vias 
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naturales, either with or without the forceps. This is the type of 
case which mainly comprises the group labelled as generally con- 
tracted pelvis. The primary fault is not in the bony passages, but 
in the expelling forces. If, in these cases, a trial of labour is 
allowed, a number of patients will deliver themselves normally who 
would otherwise have been delivered by Czesarean section, 

H. Bailey and Hl. C. Williamson,’ in 1927, reported a series of 
647 cases of pelvic contraction in which labour was tried first. They 
noted spontaneous delivery in 66 per cent, with maternal mortality 
of 0.44 per cent and foetal mortality of 4.4 per cent. In my clinic 
at Walton Hospital in 1g30 | performed 18 Caesarean sections (16 
of which were through the lower segment) in 1,453 deliveries, an 
operation rate of one in 80.0. 

I do not, as a rule, perform Czesarean section for failed forceps 
cases and cases of ante-partum hemorrhage, though both these 
are regarded as indications by American authorities, especially 
cases of placenta praevia. In both these groups | consider that 
the prognosis as regards the child is too poor to warrant the extra 
risk to the mother involved by any form of abdominal delivery. 

Duration of labour. 

The average duration of labour before operation in this series 
was 15.3 hours; the shortest being three hours, and the longest 
92 hours. The period of labour allowed is regulated solely by the 
condition of the foetus, which is directly affected by the strength 
of the uterine contractions and by the retention of the liquor amnii. 

Rupture of the membranes was noted in 23 cases, and in these 
the average highest temperature in the puerperium was 100.1". 
Premature rupture of the membranes and repeated vaginal examina- 
tions are not viewed with the same concern by the surgeon who 
advocates the lower segment operation, as by the surgeon who 
performs only the classical operation. From the technical point 
of view, the longer the patient is in labour and the more dilated 
the cervix, the easier is the lower segment operation to perform. 

Sepsis. 

The bugbear of operative delivery: of the foetus from the uterus, 
whether by the natural passages or otherwise, has always been, 
and will remain, sepsis, and this applies particularly to the trans- 
peritoneal operation. We know that the birth canal is an infected 
tract, and our aim always is to prevent ascent of infection to the 
danger zone (i.e. the cavity of the uterus), and, further, if its 
admission direct to the peritoneal cavity is allowed, as it is in the 
Czesarean mode of delivery, to limit its spread in that cavity. 

Munro Kerr’ says that in every Czesarean section the uterine 
wound becomes more or less infected from the interior, It is a 
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well-known fact that early in the puerperium the interior of the 
uterus, if sterile at the end of the third stage, becomes infected by 
the ascent of bacteria from the vagina, J. W. Harris and J. H. 
Brown® reported their observations on 50 cases of Czesarean section 
arly in labour in which they found that the interior of the uterus 
was sterile in three cases only at the time of operation, 

A number of authorities, almost entirely Continental and 
American, have recorded series of cases of lower segment opera- 
tions, and have compared the mortality of the two groups. Kerr 
and Hendry,’ in 1926, reported a series of 107 cases with a four per 
cent mortality, all in so-called suspect cases. Schweitzer,* in 1927, 
reported 236 cases of lower segment Czesarean section in 7,060 
labours, with six deaths (2.5 per cent only), two of which had peri- 
tonitis. Constantinesco,® in 1927, noted the results of 141 cases of 
Ceesarean section in the Strasbourg Clinic. There were 16 classical 
Cresarean operations with an 18.7 per cent mortality; and 126 
lower segment operations, with a 7.1 per cent mortality, Green- 
hill,’ in 1930, reported the results of 1,059 cases of all types of 
Czesarean section in the Chicago Lying-In Hospital, from July 1915 
to July 1929. The operation rate was one in 48.5 cases. There 
were 874 cervical Czesarean sections, with a maternal mortality of 

.26 per cent, and 147 classical Czesarean sections with a 5.76 per 
cent mortality. 50 per cent of the patients were in labour. 

In this series there was one maternal death, a mortality rate of 
2 per cent. The numbers of cases notifiable under the Puerperal 
Pyrexia Act was 11, which included six cases of pneumonia and 
chest conditions, and one case of pyelitis. Excluding these, the 
morbidity rate is 10 per cent. The average highest temperature 
was 100.2°F., and the average highest pulse-rate was 112. 

The average stay in hospital was 19.4 days. 


Results to mothers. 


Not only is the question of sepsis important from the point of 
view of the immediate recovery of the patient, but from the point 
of view of subsequent pregnancies and labours. Obviously, if the 
uterine scar becomes infected, either insidiously or giving rise to 
serious symptoms, it is unlikely to heal completely and perfectly, 
and the end result will be a weak spot in the wall of the uterus, 
liable to rupture if any strain is put upon it. Eardley Holland, 
in the communication referred to, found that rupture occurred 
subsequently in four per cent cases of pregnancy and labour 
(excluding abortions), and concluded that sepsis after a previous 
Czesarean section was the primary factor. Unfortunately the dis- 
cussion turned in the direction of suture material instead of the 
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disadvantages of the classical operation. In my opinion suture 
material does not matter very much so long as it is sterile. It is 
a well-known fact that living matter in the grasp of a ligature or 
suture becomes absorbed so that the latter becomes loose. 

A. B. Davies," reporting all the cases of rupture of the uterus 
which occurred in the Lying-In Hospital, New York, between the 
years 1890 and 1926, found that 24 out of 88 complete ruptures were 
in post-Czesarean cases. | have reported’’ six cases of rupture of a 
previous classical Czesarean scar in labour, and | recently showed 
to the North of England Obstetrical and Gynecological Society 
a specimen of a hydatidiform mole perforating the uterus, 
mainly through a previous Czesarean section scar. In four of the 
cases (three of complete and one of incomplete rupture) in which 
I was able to ascertain the previous history of the patient there was 
nothing suggestive of intra-abdominal sepsis in their period of con- 
valescence after the Caesarean section. In five of the cases the 
placenta was situated on the anterior wall of the uterus, and I was 
led to the belief that this situation of the placenta, combined with 
the previous scar, was the main zetiological factor: this belief was 
supported in one case which had had two previous Czesarean 
sections interspersed with normal deliveries, for one scar must have 
stood the strain of two normal labours and the other scar of one 
normal labour before rupture in the final labour, It has been stated 
that in 40 per cent of pregnancies the placenta is situated on the 
anterior wall of the uterus. 

The lower uterine segment will not rupture during pregnancy, 
even if it be weak, as there is no strain on it. It is unlikely to 
rupture early in labour, which is the time, in my experience, that 
the rupture of the classical scar occurs. If it does rupture it will 
not lead to the serious haemorrhage and danger associated with 
rupture of the upper segment. Up to 1928, according to De Lee, 
only 12 cases of rupture of the lower segment scar had been reported 
in the literature. 

In my cases there was one maternal death; the fifth case 
in the series. The patient was a 13-gravida, an old multipara, 
having had seven normal labours followed by a_ succession 
of still-births. She had an irreducible umbilical hernia which 
showed symptoms of strangulation eleven hours after labour had 
been started by the insertion of a stomach tube into the uterus. The 
membranes also were ruptured. She died, on the fourth day, of 
peritonitis. 

Of the remainder, I have seen 23 out of 32 in whom another 
pregnancy might have supervened. 

| have performed a second Ciesarean on three patients en whom 
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| had performed the first, and on one occasion after another 
surgeon, In none of these cases was the previous scar apparent, 
and in one case there were adhesions causing obliteration of the 
utero-vesical pouch. 

Two patients had each had a normal delivery following the 
Czesarean section. Two further cases are now pregnant. 


Results in children. 

There was one still-birth, with hydrocephalus and_ spina 
bifida, unrecognized on clinical examination. The foetal heart 
sounds were heard just before the commencement of the operation. 
This.was followed by a labour at 36 weeks, when again the foetus 
was still-born. There were two neonatal deaths; one soon after 
delivery, in which respiration could not be established. The mother 
had had two previous classical Caesarean sections, she was in labour 
12 hours, the membranes were ruptured, and there was no dilata- 
tion of the cervix. The other death was one of the twins from the 
case of fibroids. It died when to days old of gastro-intestinal 
disease. Hendry states that the child commences respiration more 
easily when born after the onset of labour, but that is not my 
experience. 


Technique of the operation, 

With the usual antiseptic and aseptic precautions the abdomen 
is Opened in the middle line, from the symphysis. pubis to the 
umbilicus. Care should be taken to have the bladder empty ; 
this | achieve by keeping a catheter in the bladder until the patient 
comes on to the table, The patient is put in a moderate Trendelen- 
berg position, \ large Doyen’s retractor is put into the lower 
angle of the wound. ‘This serves the double purpose of retracting 
the edges of the wound and holding the bladder away. Large packs 
are put in by the sides of the uterus. This is important to catch 
the leakage of liquor amnii, Following Munro Kerr and Hendry," 
I make a curved transverse incision in the peritoneum, as low down 
as possible in the utero vesical pouch. The prominence of the head 
sometimes prevents the incision being made at the bottom. The 
uterus is incised in the same situation without pushing the bladder 
down. It is incised in the middle line with a scalpel, down to the 
membranes, and then the wound is extended out on either side 
with scissors to the necessary size. Retention of the amnion intact 
greatly facilitates this manceuvre, as escape of liquor amnii at this 
stage interferes with the view. The membranes are cleared away, 
and pressure on the fundus uteri is exerted through the abdominal 
wall to force the head through the incision, Its passage always 
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requires assistance, and this is given by the leverage action of 
one blade of Simpson’s forceps passed behind the head and used 
as a vectis. When the head is free the mouth of the child is wiped 
out, and the cord is felt for and freed from the neck, if necessary. 
Traction on the head delivers the body without difficulty. The 
child is then put on a sterile platter and its cord divided between 
Spencer Wells’ forceps. The placenta separates at once, and its 
delivery is facilitated by traction on the cord. The membranes are 
wiped off the wall of the uterus or pulled off with forceps. At 
this stage an intramuscular injection of ergotoxine phosphate and 
histimine (B.D.H.*) is given to stimulate retraction of the uterus 
I have found this preparation much better than pituitary extract. 
The wound in the uterus is then sewn by continuous catgut suture in 
two layers, the first layer avoiding the decidua and inverting the 
cut edges; and the second layer over the first taking the main part 
of the wall of the uterus and the fascia covering it. The peritoneum 
is closed over by another continuous suture. The catgut I usually 
use is size No. 3 Graf's iodised. Ii is usually unnecessary to 
eventrate the body of the uterus. The peritoneal toilet is then 
carefully carried out and the abdomen closed. 

There has been controversy as to the site of the uterine incision. 
Eardley Holland, with, I think, all the Continental and American 
surgeons (certainly De Lee), prefers the vertical midline incision 
after pushing down the bladder. Their arguments in favour of 
this are that the midline of the uterus is less vascular (it may be 
if one could strike the exact centre) and that there are large vessels 
in the broad ligaments which may be damaged by the transverse 
incision. This is a theoretical argument, for they can be seen 
and avoided in the peritoneal incision, If they occur in the uterine 
musculature they are compressed during the delivery of the child, 
and can be ligatured afterwards. Further, it is said that the 
transverse incision would be more likely to rupture in subsequent 
deliveries per vias naturales. | have always used the incision as 
suggested by Munro Kerr, for in the cases | have seen, and in 
the film shown by Essen-Moller in Dublin, there seemed to be a 
tendency for the incision to tear upwards into the fundus of the 
uterus in the process of extraction of the head. With regard o 
the placenta, some authorities recommend that it should be left in 
the uterus if the cervix is sufficiently dilated, to be expressed per 
vaginam, especially in potentially infected cases. I have always 
delivered it through the uterine incision before closing the wound. 

The convalescence of these patients is much less stormy than 


* British Drug House. 
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in the cases of classical Czesarean section. There is far less 
intestinal distension and discomfort. This is accounted for by the 
fact that, if there is any tendency to leakage of the uterine wound, 
especially in mild sepsis, in the lower segment operation, it is in the 
pelvis instead of in the upper abdomen among the intestines, and the 
pelvic peritoneum is notoriously better able to resist infection than 
that of the upper abdomen. Further, the peritoneum is so closely 
incorporated with the musculature of the body of the uterus that 
if the latter gives way the former will follow suit, as can be seen 
in any post-mortem examination after death from peritonitis. This 
does not apply in the cervical region, where there is a distinct 
interval between the peritoneum and the musculature. 

Apart altogether from the question of the ease of suture and 
perfect apposition of the cut edges of the wound in the uterus in 
these two varieties of Czesarean section, there can be no doubt that 
there will be less alteration in the condition of the wall during the 
process of involution in the lower segment than in the classical 
operation. Munro Kerr claims that the transverse incision is even 
more stable and at rest than the vertical incision, in the lower 
segment, 


COMPARISON, 


Advantages of Lower Segment Classical Cesarean Section, 
Operation. 
. Allows a trial labour with mini- 1. Trial labour. Every hour increa- 
muin danger to both mother and ses danger to mother, 
child, especially in the primi- 
gravida, consequently 
. Diminishes number of necessary 2 
Ceesarean sections. 
. Dispenses with the induction of 3. Dangerous complication. 
premature labour (imechanical). 
. Danger of sepsis in puerperium 4. More marked danger of sepsis. 
reduced to minimuin. 
5. Mortality lower. 5. Mortality higher. 
. Convalescence smoother. 6, More stormy and prolonged. 
. Subsequent pregnancies harmless. 7. Not without danger. 
. Infinitesimal danger of rupture in 8. Four per cent danger of rupture. 
subsequent labour. 
. Operation slightly more difficult. 0. 


Details of the cases are appended. 
I am indebted to Dr. Mewton for filming the important stages 


of the operation, from which the following photographs are 
reproduced. 








Name Date Age 


12-10-26 23 


14— 9-27 23 


9-11-27 30 


Previous 
Obstetric 
History 


Hours Condition No. of 
Pres- in of Vaginal 


{ndications. entation Labour Membranes Exams. 





Flat pelvis LOCA. 3-5 Ruptured 





1. Classical 
Caesarean 
Section 


Simple Flat L.O.A. 25 Intact 


pelvis 


Flat pelvis EA Oca: 28 


Intact 





1. Forceps alive 

2. Breech S.B. 

3. Classical 
Caesarean 
Section 


Rhachitic flat E.OVA. ? Intact 
pelvis 





10- 3-28 28 





1-7. Normal 

8. Forceps S.B. 
9-11. S.B. 

12. Forceps S.B. 


Vertex 


Disproportion 11-5 Ruptured 





Ovarian dermoid Vertex 
in pelvis 


Ruptured 





General contrac- Vertex 


Ruptured 
tion pelvis 





; NE. SB. 
. N.F. alive 
. Forceps S.B. 


1 
2 
3 


General contrac- Vertex Intact 


tion pelvis 





3- 5-28 36 j 


M.H. 22- 5-28 


A.W. 15— 8-28 25 


oe 1-10-28 


General contrac- R.O.A. Ruptured 


tion pelvis 


1-3. Forceps 

4. Classical 
Caesarean 
Section 


Vertex ? Intact 


Bad obstetric 
history 
Complete tear 
perineum twice 





1. N.F. after 


bougie induct. 


General contrac- R.O.A. 5 0 
tion pelvis 


Intact 





1. Forceps S.B. 

2. Classical 
Caesarean 
Section 


18-75 Intact 


General contrac- R.O.A. 
tion pelvis 





1. Craniot. after 
induct. 


General contrac- Vertex Intact Thre 


tion pelvis 





F.M.H. 31- 5-29 37 


33 : 


Prolapsed cord R.O.A. 





1 and 2. Class. 


Caesarean 
Section 


General contrac- L.O.A. 
tion pelvis 


Ruptured ? Full 


Ruptured 





26- 6-29 27 
2- 7-29 42 


3- 7-29 24 


Flat pelvis Intact 





1 and 2. Forceps 


1. Lower Seg- 
ment 
Caesarean 
Section 


Flat pelvis Ruptured 





Flat pelvis Ruptured 








DETAILS OF THE CASES. 





wees 


we — Resul 













: —-——— -— —--- -—--——— Mother-—_——_____—_—_ —_-—_—- 
ours Condition No. of Highest Days 

in of Vaginal _ Dilatation oi Tempera- Highest in 

bour Membranes Exams. Cervix Recovered Died ture Pulse Rate Hospital After His 
3-5 Ruptured ] Two fingers Yes 100-6° F. 150 18 See Case 30. S¢ 
segment C.S. ¢ 











25 Intact + One finger Yes 100° F. 106 16 





28 Intact ] Three fingers Yes 102-2° F. 104 24 See Case 18. S« 
segment C.S. 


? Intact ? ? Yes 100° F. 102 18 








‘5 Ruptured ? f Yes 
15— 1-28 


48 Ruptured 2 Full Yes 101-2 110 49 Normal labour I¢ 
of child 8lbs. 8 


Ad Ruptured 3 Four fingers Yes 100 120 30 Premature (36 w 
on 15—7-30. ¢ 


> Intact ? ? Yes 99-4 112 16 See Case 22. S 
segment C.S. 0 








? Ruptured l ? Yes 99-8 112 30 
? Intact 0 ? Yes 103 128 31 
5 0 Intact ? ? Yes 100-4 104 22 
8-75 Intact 2 Nil Yes 99-0 112 16 
-75 Intact 1 Three fingers Yes 100 124 14 
? Ruptured ? Full Yes 99 118 25 


12 Ruptured 3 Nil Yes 99-2 104 22 





34 Intact 4 Two fingers Yes ? ? 16 Pregnant again a 





8 Ruptured l : Yes 98-4 120 17 


4-5 Ruptured 2 ? Yes 99 96 16 








mw — - —— ee Sr 





Results 


ane ———— Child ——_-———__—__ 


After History Alive S.B. Died Weight 
Case 30. Second lower Yes 8lbs. 30zs. Had bougie induction attempted one month 
gment C.S. on 17—2-30 before. Failed to induce labour. 





Yes 5lbs. 9ozs. Wound suppuration 








z 
Case 18. Second lower Yes 4lbs. 
gment C.S. on 3-7—29 
Yes 7lbs. 5ozs. Tubes tied. 





Yes 8lbs. 180zs. Labour induced with stomach tube in- 
serted 9-1-28. Strangulated umbilical 
hernia. 





nal labour 16—5-30. Wt. Yes 6lbs. 8ozs. 
child 8lbs. 8ozs. F 


1ature (36 weeks) labour Yes Child had hydrocephalus and spina bifida. 
| 15-7-30. Child S.B. 














Case 22. Second lower Yes 6lbs. L5ozs. 
ement C.S. on 27-10-29 
Yes 7lbs. 7ozs. 
Yes 5lbs. 4ozs. ‘Twins undiagnosed. 
Yes dlbs. 4ozs. 
Yes 6lbs 12ozs. 
Yes 7lbs. 4ozs. 
Yes 7lbs. 14ozs. 
Yes 7lbs. 4ozs. 
Yes Establishment of respiration failed. 


nant again at present ‘yes 7lbs. 


Yes 5lbs. 138o0zs. 


Second lower segment Caesarean section. 
Previous scar invisible. 


Yes dlbs. 130zs. 








Details of the Cases—continued. 



























































Previous Hours Con 
Obstetric Pres- in ( 
No. Name Date Age Gravida History Indications. entation Labour Mem 
19 EC. 15- 9-29 29 Er. Aortic L.O.A. 12 Inta 
Regurgitation 
20 GM. 14-10-29 37 + SNE. Broad ligt. cyst Vertex 12 Rup 
in pelvis 
21 ALL. 27-10-29 30 E: Fimbrial cyst in R.O.A. 92 Rup 
pelvis 
22 M.F. 27-10-29 28 5 LONE. “See: General contrac- L.O.A. 5 Rup 
2. N.F. alive tion pelvis 
3. Forceps S.B. 
4. Lower segt. 
Caesarean 
Section 
23 M.L. 28-10-29 39 3 land 2. Class. General contrac- L.O.A. 3 Inta 
Caesarean tion pelvis 
Section 
24 DF. 12-11-29 29 : General contrac- R.O.A. 6-5 Rup 
tion pelvis 
25 I.M.M. 19-12-29 35 E: General contrac- Vertex 12 Rup 
tion pelvis 
26 M.A.R. 21-12-29 21 3 PONCE. S28. General contrac- Vertex 17 Rup 
2. Miscarr. tion pelvis 
24... 5- 1-30 32 4 1. Forceps S.B. General contrac- L.O.A. 15-5 Rup 
2 and 3. Class. tion pelvis 
Caesarean 
Section 
28 oF .]. 6— 1-30 29 2 1. Forceps Flat pelvis R.O.A. 36 Ruf 
29 G.B. 9- 1-30 28 3 ].and 2. Class. General contrac- Vertex i Rup 
Caesarean tion pelvis 
Section 
30 M.R. 17- 2-30 27 2 1. Lower segmt. Flat pelvis R.O.A. 13-5 Inte 
Caesarean 
Section 
ot EH: 20- 4-30 22 BP. General contrac- Vertex 24 
tion pelvis 
32 «OFS. 23— 5-30 38 8 1. Forceps S.B. Bad obstetric LOU. 3 Inte 
2. Class. €.S. history. 
3-5. Premat. Hernia 
N.F. S.B 
6. N.F 
1. GlasseG:S 
33 «C.D. 24— 5-30 37 5 rN: Bad history ROP. 30 Rug 
2-4. Forceps 
34 M.A.C. 26- 5-30 38 P: Membranes RS. Ruq 
ruptured for 
four days. 
No pains 
35 «S.D 22- 6-30 32 3 land 2. Class. Flat pelvis L.S.A. 4 Int 


Caesarean 
Sections 
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~Mother- —_— — 











































































































Tours Condition No. of Highest Days 
in of Vaginal Dilatation of Tempera- Highest in 
abour Membranes Exams. Cervix Recovered ture Pulse Rate Hospital After Histo 
12 Intact 1 One finger Yes 99-2 100 2] 
12 Ruptured ? Full Yes 99-4 12¢ 26 
92 Ruptured ? Full Yes 99-2 100 17 
5 Ruptured 2 ? Yes 100-8 154 19 
3 Intact ? ? Yes 99 112 26 
6-5 Ruptured 2 ? Yes 99-6 120 14 
12 Ruptured 1 Half Dilatn. Yes 99-6 112 22 
M7 Ruptured 2 ‘Three fingers Yes 102 120 21 
15-5 Ruptured ? ? Yes 101-4 136 17 
36 Ruptured ? ? es 99-6 120 15 
? Ruptured ? ? Yes 99-4 112 20 
13-5 Intact l ? ¥es 92-4 100 13 
24 ? ? f: Yes 102-4 122 24 Pregnant again at 
3 Intact 1 Nil Yes 100-2 120 24 
30 Ruptured ? Three fingers Yes 100-8 120 19 
Ruptured ? Nil Yes 99 100 15 
4 Intact ? ? Yes 99-8 108 13 











| 

other-—__-—_— 
Days 

ghest in 

se Rate Hospital 


Results ———— = 


ace I Sateen 


After History Alive S.B. Died Weight 





7lbs. 20zs. Tubes tied. 





6lbs. 7ozs. 





8lbs. 2ozs. 


7lbs. loz. Second lower segment Caesarean s:- tion 
Previous scar invisible. 


6lbs. 4ozs. 


91 bs. 80zs. Quinine and pituitain induction failcd on 
pituitrin 24-10-29. 





6lbs. 30zs. 








8lbs. 100zs. Pleurisy and pneumonia. 








8lbs. 40zs. Abdominal adhesions. 





7lbs. 5 ozs. 


7lbs. 12ozs. 








7lbs. llozs. Second lower segment Caesarean + 
No adhesions. No scar visible. 


Pregnant again at present Yes 6lbs. 4ozs. Pyuria. 








Yes 7lbs. 7ozs. Tubes tied. Hernia repaired. 








7lbs. 20zs. Quinine induction failed on 
Balloon in vagina on 23-5-: 
membranes ruptured. 





6lbs. 30zs. 





6lbs. 180zs. Low-lying placenta without sym); i¢ 
Tubes tied. 








Details of the Cases—continued. 





Previous Hours Condition 
Obstetric Pres- in of 
Name Date Age Gravida History Indications. entation Labour Membrane: 





H.D. 22- 6-30 29 3 bk. N.¥. S.B. Flat pelvis R.O.A. 6 Intact 
2. Classical 
Caesarean 
Section 





Simple flat pelvis : Ruptured 





1. Miscarr. General contrac- : ? ? 
tion pelvis 








Disproportion L.O.A. : Intact 
P. Asynclitism 





General contrac- Vertex 2 Intact 
tion pelvis 





E.M.C. 27-— 9-30 2: ; General contrac- Vertex : Ruptured 
tion pelvis 





C.M. 29-— 9-30 : Flat pelvis R.O.A. } Intact 





BLP: 17-10-30 Pe Pedunculated Vertex ? Intact 
fibroid in pelvis Vertex 
EES. 5-11-30 : 2 1. Lower segmt. Flat pelvis L.O.A. Intact 
Caesarean 
Section 








AS. 13-11-30 ; Mitral Stenosis L.O.A. ? Intact 





H.P. 21-11-30 : General contrac- L.O.A. 2 Ruptured 
tion pelvis 








L.M.W. 25-11-30 : , General contrac- L.O.P. Ruptured 
tion pelvis 





M.A.F. 19-12-30 : General contrac- R.O.A. Ruptured 
rion pelvis 











M.G. 10- 1-31 ; : land 2. Class. Oblique contrac- L.O.A. Ruptured 
Caesarean tion (Old T.B. 


Sections hip) pelvis 





N.W. 19- 1-31 27 4 1, 2, 3. Classical General contrac- L.O.A. Intact 
Caesarean tion pelvis 
Sections 
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——_—. —— __ —__ —_____. Mother ———__________— 
Hours Condition No. of Highest Days 
-res- in of Vaginal Dilatation of Tempera- Highest in 
tation Labour Membranes Exams. Cervix Recovered Died ture Pulse Rate Hospital Afte 
O.A 6 Intact 1 One finger Yes 100-2 132 24 
rtex 24 Ruptured i Full Yes 100 120 28 
? ? ? ? Yes 105 140 18 
O.A 36 Intact 3 Three fingers Yes 99 108 18 
sttex 24 Intact 3 Four fingers Yes 100-4 112 21 
rtex 6-5 Ruptured 1 Two fingers Yes 100-6 120 19 
PODA. 6 Intact ] One finger Yes 104-5 136 30 
lertex ? Intact Nil Nil Yes 101-4 120 26 
tex 
O.A. 23 Intact 1 Four fingers Yes 102 120 24 
O.A. ? Intact 1 Nil Yes 99-6 130 22 
O.A. 24 Ruptured 2 Three fingers Yes 101-8 120 19 
oP. 48 Ruptured ? Full Yes 101-2 124 42 
.O.A 48 Ruptured ? One finger Yes 100 120 19 
).A. 36 Ruptured 1 ? Yes 104 128 20 
O.A 3 Intact Nil ? Yes 100 112 14 











-—_——— Results —————— 





















































a -—-—. Child ———_——-_ 
After History Alive S.B. Died Weight 

Yes 7lbs. 30zs. Albuminuria in pregnancy. 

Yes 71bs. Quinine induction failed on 26-6—30. 

Yes 6lbs. 80zs. Rigor on third day. 

Yes 6lbs. 80zs. 

Yes 8lbs. 60zs. Quinine induction on 6-8-30. Version 
from breech to vertex under anaes- 
thesia ante-natally. 

Yes 7lbs. Tozs. 

Yes 7lbs. 7ozs. Lobar pneumonia. 

Yes 4lbs. 120zs. Wound broke down slightly. 

Yes lbs. 8ozs. 

Yes 6lbs. Pneumonia. 

Yes 6lbs. 40zs. Tubes tied. 

Yes 8lbs. loz. Quinine induction failed. 

Yes 7lbs. 7ozs. Wound broke down. 

Yes 7lbs. 60zs. Poor uterine contractions. 

Yes 5lbs. 120zs. Operation extraperitoneal, owing to many 
dense adhesions following previous 
Caesarean sections. 

Yes 


7lbs. 7ozs. Extensive adhesions following previous 


Caesarean sections. 
herent to abdominal wall. 


Fundus uteri ad- 








Lower Uterine Segment Cesarean Section 
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The Anatomy and Physiology of the Upper Urinary 
Tract in Pregnancy, and their Relation 
to Pyelitis. 


By 
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First Assistant lo the Muirhead Professor of Obstetrics and 
Gynecology, Glasgow University; Assistant Obsleiric 
Surgeon, Glasgow Royal Maternily and Women’s Hos- 
pilal; Assistant Gynecologisl, Royal Infirmary, Glasgow. 


Way should infection of the urinary tract in pregnancy be so 
common? In 1,000 consecutive admissions to the antenatal wards 
of the Glasgow Royal Maternity and Women’s Hospital the 
incidence of urinary infection was as follows :— 


Cases of pyelitis 


St 163 106.3 per cent 
Toxeemic cases, in which urinary infection 


was probably the cause ae g.y per cent 
Cases of urinary infection, often slight, in 

which the intection did not affect the 

obstetrical condition ... 0... w.. 103 16.3 per cent 


Total 425 42.5 per cent 





Urinary stasis is known to be one of the most important factors 
in the production of infection, and during pregnancy some degree 
of stasis nearly always occurs, secondary to dilatation and kink- 
ing of the ureter. Post-mortem examination of the ureters of 
women dying during pregnancy or the puerperium, although of 
no value in detecting minor degrees of dilatation and atony, reveals 
the grosser forms. | have examined the ureters and kidneys of 
61 such cases. The juxta-vesical portion of the ureter nearly 
always has a markedly hard and rigid character when rolled under 
the finger, and it is more easy to dissect it out on the right side 
than on the left. The capacity of the kidney calyces, pelvis and 
ureter was estimated by filling them with water after they had been 
dissected out. The diameter at various levels was measured, and 
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in 20 cases sections for histological examination were taken. There 
were 13 primipare who died at term :— 
Dilatation of the right ureter occurred in 13, slight in 3. 
Dilatation of the left ureter occurred in 10, slight in 1, 


There were 13 multiparze who died at term : 


Dilatation of the right ureter occurred in 12, slight in 6. 
Dilatation of the left ureter occurred in g, slight in 4. 


As a rule the cases which showed marked dilatation of the right 
ureter also showed marked dilatation of the left. In a few cases the 
dilatation was more marked on the left side. 

As a general rule the dilatation was less marked the earlier the 
pregnancy, but as early as the second, third, and fourth months 
there was demonstrable dilatation, especially of the right ureter. 
In eight cases under six months there was dilatation of the right 
ureter in seven, slight in five, and dilatation of the left ureter in one 
case in which the urine was infected. A typical case was that of a 
primigravida who died of hyperemesis at the third month, in whom 
the right ureter and kidney pelvis held 17 c.c. and the left g c.c. 
Dilatation seemed to be more marked in primipare. Cases in which 
the urine was infected showed the biggest dilatation, but marked 
dilatation was also found in cases with anemia and debility, even 
when the urine was not infected. The cases which died from 
eclampsia or accidental hemorrhage did not tend to have dilated 
ureters ; in fact, in the cases of accidental hemorrhage in the series 
there was practically no dilatation present at all. In the later months 
of pregnancy the striking feature was that in cases in which both 
ureters were dilated the distortion of the ureter was quite different 
on the two sides. The right ureter in almost all cases was 
dilated from the pelvic brim upwards, and was much kinked and 
elongated. The kinking appeared just below the renal pelvis and 
was often very acute, causing a moderate degree of hydronephrosis. 
The left ureter was dilated more uniformly thoughout its length, 
the dilatation, which was at its maximum at or slightly above the 
pelvic brim, in most cases extended gradually tapering down to 
the bladder. In its lower half the left ureter was usually much 
broader than the right at the same level. In some cases the capacity 
of the two ureters was equal, but if the renal pelvis was included 
the capacity on the right side was nearly always greater. This is 
illustrated by the case of a primipara who died on the day of 
delivery, and in whom each ureter held 20 ¢.c.; but the kidney 
pelvis and ureter on the right side held 49 ¢.c. while on the left 
side they held only 32 c.c. This demonstrates that in many 
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instances the ureter is markedly obstructed at the pelvic brim on 
the right side in the later months of pregnancy in addition to 
whatever may be responsible for the initial dilatation and atony of 
the ureter in the early months. ; 

Hofbauer has shown that the striking microscopical feature in the 
ureter in pregnancy is the excessive hypertrophy of the ureteral 
sheath, which in the non-pregnant ureter is a very thin structure. 
In some of the cases in my series the sheath exceeded the diameter 
of the ureter itself. The whole structure of the sheath is changed, 
due to proliferation of hbrous tissue between the muscle bundles 
converting it into a rigid tube. The individual muscle bundles 
are also larger and broader, and there is also fairly marked cedema. 
The same changes can also be seen in the wall of the ureter. They 
are most marked in the juxta-vesical portion of the ureter and its 
sheath, but also show to a lesser degree throughout the rest of the 
ureter. This condition was found to exist in just as marked a 
degree in primigravide as in multiparee and usually affects both 
ureters to the same extent. It is interesting to note that in a 
multipara who died of coronary thrombosis on the day following 
Ceesarean section, and in whom the left ureter was much more 
dilated than the right, the hypertrophy and hyperplasia described 
were more marked in the left ureter than in the right. The amount 
of hypertrophy present varies with the duration of pregnancy, but 
in only three cases dying in the carly months of pregnancy was 
there no evidence of it. The ureters of nine non-pregnant women 
were studied as controls, and although in two cases the ureters 
were definitely thickened the condition did not in the least 
resemble the changes in pregnancy, The juxta-vesical portion of 
the ureter is liable to injury during labour, and to inflammation in 
association with tears of the cervix and cellulitis in the puerperium, 
which might lead to subinvolution of this hypertrophy and so to 
stricture formation and permanent dilatation of the ureter. In 
cystoscopic examination of pregnant women | have noticed the 
appearance of this thickened ureter bulging forwards in its 
course through the bladder wall, and on microscopic examination 
the same changes as in the juxta-vesical portion are found in the 
intravesical portion, 

Clinically, dilatation of the ureters would show itself in’ the 
delayed excretion of dyes such as indigo-carmine, The test has 
been applicd in a large series of cases, the dve being given intra- 
venously, and the time of its appearance at the ureteral orifices 
observed through a cystoscope. Atony or dilatation of the 
ureter is indicated by delay in the appearance of the dye, and by 
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small puffs, though the concentration of the dye soon becomes 
good. When the dye comes through in fairly large puffs, but in 
poor concentration which does not improve, then we may conclude 
that the ureters are functioning well but that there is kidney 
damage. Forty-three women at various stages of pregnancy were 
examined cystoscopically for the purpose of investigating delay 
in excretion in non-infected cases. tn all there was sore impair- 
ment of function as compared with the normal non-pregnant 
woman. 

In 24 cases the delay was more marked on the right side. 

In six cases the delay was more marked on the left side. 

In 13 cases the delay was approximately equal on both sides 
and in many of the last group the delay was only slight. 

There was extreme delay in 10 cases on the right side, and in 
one case on the left. 

These cases of extreme delay were found in women who were 
at least six months pregnant. In many of the women examined 
near term the dye appeared in fairly good concentration in five to 
six minutes at the left side, while on the right side the dve did 
not appear and there was very littke movement in the orifice. On 
passing a catheter into the lower part of the right ureter one or 
two drops of fairly clear urine were obtained, and after the catheter 
had been passed up 12 to 15 cm, a soft obstruction was encountered, 
and, on passing this, urine deeply stained with indigo-carmine 
began to drain off quickly. This indicates that at this stage of 
pregnancy, at any rate, the hold-up is ai the pelvic brim. In some 
of these cases in which the test was repeated about the tenth day 
of the puerperium, the dve was found to appear in good concentra- 
tion in the bladder in nearly normal time, although in some of the 
cases there was still evidence of hold-up at the pelvic brim, possibly 
due to the atony of the ureter allowing its walls to come together 
as it falls over the pelvic brim. 

This dilatation of the ureter and pelvis of the kidney has a 
deleterious effect on the function of the kidney. On estimating 
the urea concentration test from seperate kidneys, we tind that the 
concentration of urea on the dilated right side is nearly always 
less than that on the left side. It is extremely probable that 
the mechanical factor is the underlying cause of many of the 
toxemias of pregnancy, and signs of renal insufficiency would 
appear more readily when there had been previous kidney damage. 
This condition of dilatation and stasis in the urinary tract can be 
confirmed by pyelography, especially by the newer method of 
intravenous pvelography which has the advantage of enabling one 
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to study the relative efficiency of the two kidneys, as the time of 
appearance of the shadow of the pelvis of the kidney is directly 
dependent on the rate of excretion of the substance used. 
“Abrodil’” has been kindly supplied to me for this investigation 
by Messrs. Bayer Products, and has been found very suitable, 
as it does not cause any local or general disturbances and can 
therefore be given with safety to out-patients. When repeated 
examinations are required in the same patient, as in the study 
of the renal tract as pregnancy advances, it has the great advantage 
of avoiding the need for repeated instrumentation. The following 
is an example of the information which can be derived from 
examination by this method :— 

A healthy woman, at term, admitted to the wards because of 
contracted pelvis, had plates taken after the intravenous injection 
of abrodil at intervals of five, 10, and go minutes. 

First plate. Calyces showing at Icft side. No shadow on thie 
right side. 

second plate. Whole of left urinary tract showing down to 
bladder. The ureter is dilated throughout its whole length, and 
kidney pelvis and calyces appear normal, Calyces and pelvis of 
the kidney on the right side are showing, and seem to be much 
biyger than on the left side. 

Third plate. Shadow of left urinary tract has practically 
disappeared. Dilatation of the right urinary tract is evident as 
far down as the pelvic brim. 

It has been found impossible to demonstrate the lower half of 
the right ureter by this method, because the medium goes through 
into the bladder either at very wide intervals or in such small 
quantities as not to give a shadow. This case shows that, although 
the left ureter ts dilated, there is little disturbance of the function 
of the kidney, as the kidney pelvis has escaped. On the right 
side, however, the dilatation affects the whole of the urinary tract 
above the peivie brim, including the pelvis of the kidney, and in 
consequence there is delay in excretion by the kidney itself—that 
is, interference with the function of the kidney. This corresponded 
to the results of the dye tests, as the tndigo-carmine appeared in 
normal time at the left side, but showed marked delay at the right 
side. 

When urine obtained from the renal pelvis is*definitely in- 
fected the delay in exeretion is very much greater; and when the 
infection ts bilateral the delay is, as a rule, more marked on the 
right side. “Phe following case is an example of a bilateral pyelitis 
in a primigravida five months pregnant.  Indigo-carmine was 
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viven, and after 15 minutes dye was not seen at either orifice. 
Ureteral catheters were then passed to the pelvis of the kidney and 
allowed to drain. In 20 minutes drops of urine at the left catheter 
became stained with indigo-carmine. In 24 minutes drops, from 
the right ureteral catheter, appeared stained with the dye. Two 
days later the test was repeated ; but on this occasion the catheters 
were put in position for 10 minutes, by which time the pelves of 
the kidneys were quite emptied. Indigo-carmine was then given, 
and it appeared in good concentration at the right catheter in four 
minutes and at the left in five minutes. 

This suggests an almost instantaneous improvement in kidney 
function following release of the pressure in the kidney by drainage. 
The marked delay in excretion is shown by intravenous pyelo- 
graphy as a shadow of the renal tract may only be obtained after 
several hours, or not at all, 

A patient with an old-standing bilateral pyelitis was N-rayed 
at four months. In five minutes a shdaow was not seen in either 
kidney region. In 20 minutes a shadow of the whole of the right 
kidney tract was seen and the calyces on the lett side were just 
beginning to appear, At six months the patient’s condition was 
unchanged, and she still had a bilateral infection. Catheters were 
inserted and the pelves of the kidneys were drained for three hours. 
Abrodil was then given. In five minutes a dense shadow of the 
calyces on the right side and a faint one on the left side were seen, 
indicating a marked improvement in the excretion of the abrodil, 
despite the fact that the pregnancy had progressed for two months. 

This again shows the improvement in kidney function brought 
about by drainage and consequent release of pressure, even in cases 
of old-standing infection. It is reasonable to suppose that in acute 
primary attacks a much more striking improvement would occur. 

The value of ureteral drainage has been amply confirmed clini- 
cally, because in acute cases with high temperature and rapid pulse- 
rate insertion of a catheter has been followed within 24 hours by 
a rapid fall in both pulse-rate and temperature, and disappearance 
of the pain. The treatment adopted in the Royal Glasgow Mater- 
nity Hospital for these acute cases is the alkaline treatment, but 
even with it about 40 per cent of the primigravidee and about 15 
per cent of the multiparee have premature deliveries, either spon- 
taneously or artificially. Many patients have permanent damage 
to the kidneys and consequent il health. This is an unsatistactory 
state of affairs and it is possible that more extensive and early use 
of ureteral drainage in these cases would improve matters, So 


far ureteral drainage by indwelling catheter has been used only 
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in those cases which have not responded to medical traetment. 
Insertion of the catheter is not usually difficult to one trained in 
urological methods and seldom requires more than a local anes- 
thetic. Cystitis is rarely present, so that the bladder can be 
quickly washed clear. The capacity of the bladder is usually 
normal. Difficulty may be experienced in inserting the catheter 
into the right ureter, because it may be very much kinked. Often 
there is obstruction about 2 to 3 cm. from the bladder (which one 
does not meet with on the left side), probably due to kinking 
caused by the torsion of the uterus to the right. At the pelvic 
brim obstruction may be encountered. The catheter should be 
new and well lubricated to avoid any roughness or cracks of its 
surface. As large a catheter as possible should be used: No. 14 
French can often be passed. This ensures better drainage and less 
likelihood of blockage of the catheter. For 12 hours after the 
insertion, if the patient has previously had little pain, she may 
complain of renal colic, but small doses of sedative drugs are 
sufficient to control the pain. In patients who have been suffering 
from severe pain the relief obtained on passing the catheter is 
almost instantaneous. In some instances the tension in the pelvis 
of the kidney is considerable, and urine flows very quickly at first. 
1 have left catheters in position for as long as four days without 
any apparent damage. Lavage of the pelvis of the kidney is per- 
formed every four hours with boracic solution or with acriflavine 
1/4000. Narrow rubber tubing is attached to the end of the 
ureteral catheters and led into a bottle tied to the edge of the bed. 
This allows the patient freedom to move about in bed. 

It has been noted that in many of these infected cases the urinary 
output is very much greater on the infected side than on the non- 
infected side. In one case of right-sided infection in which a 
catheter has been passed to the pelvis of the kidney, the urea con- 
centration of a 24 hours’ specimen collected from the right kidney 
Was 0.g2 per cent and the urea concentration of the 24 hours’ bladder 
urine (left kidney urine) was 1.52 per cent. The amount of urine 
passed by the right kidney was much more than that passed 
by the left kidney, and it is possible that some of the urine 
from the right kidney escaped past the catheter into the bladder. 
The total amount of urea excreted by the right kidney in a given 
time was actually more than that excreted by the healthy left 
kidney. The volume of urine from the right side decreased subse- 
quently, so that this increased output of urea from the right side 
may be only temporary, as a result of the release of tension. 

Duncan and Seng® published an article demonstrating dilatation 
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of the ureters very early in pregnancy, six weeks in multiparee and 
10 weeks in primigravide, in a series of women with non-infected 
urines. These authors consider this to be physiological, as a res- 
ponse to slight obstruction at the lower end of the ureters. 
Whether this dilatation becomes more marked or not depends 
more on the response of the muscular wall of the ureter than on 
the duration of the pregnancy. In their opinion the dilatation of 
the ureters is similar in appearance on both sides till about the 
2oth week. It involves the whole ureter down to the bladder and 
does not involve the renal pelvis. From this time on the 
dilatation on the right side becomes more marked from the 
pelvic brim upwards. They believe that stasis in the ureter only 
takes place from the 2oth week onwards. Unfortunately the pyelo- 
grams taken at various stages of pregnancy were not in the same 
cases, so that they do not know whether the stasis occurred suddenly 
or was gradual in onset. They have studied the stagnation and 
delayed excretion by means of retrograde pvelography and have 
shown, by taking repeated plates at intervals after instillation of 
sodium iodide into the pelvis of the kidney, that the average 
disappearance time of the shadow on the right side was 37 
minutes and on the left side 29 minutes. Hydronephrosis was 
absent in a very much larger proportion of cases on the left side. 

From my observations it appears possible for a_ healthy 
efficiently functioning ureter to go through pregnancy with very 
slight dilatation and with little impairment of its powers of 
peristalsis, but that in others a very marked atony of the ureter may 
occur at a very early stage of pregnancy. The following case 
illustrates early atony of the right ureter, and interference with 
function with subsequent recovery as the pregnancy advanced :— 

At three months indigo-carmine appeared on the right side in 
25 minutes; only three small puffs were seen. It appeared on 
the left side in four minutes; strong puffs in good concentration 
were seen, 

At six months indigo-carmine appeared on the right side in 
14.5 minutes, slight blue. On the left side in 7.5 minutes good 
concentration. 

At seven months indigo-carmine appeared on the right side 
in 10 minutes; fairly good concentration, On the left side in 12 
minutes, 

At eight months indigo-carmine appeared on the right side in 
cight minutes; fair concentration. On the left side in eight 
minutes: better concentration, 

This patient was ill in the early months with sickness, consti- 





524 Journal of Obstetrics and Gynecology 


pation and anemia. Her general condition improved as_ the 
pregnancy progressed, also the function of the ureters, 

Hofbauer is of the opinion that the hypertrophy which he 
describes is responsible for the obstruction in the ureters. He says 
that the right ureter is more affected than the left, because when the 
uterus twists to the right the right ureter, which has been rendered 
a rigid structure by the hypertrophy, is kinked while the left is 
put on the stretch. | am inclined to agree with Duncan = and 
Seng that it represents a physiological development to protect 
the ureter, to add to its contractile power and prevent atony 
and dilatation, as these hypertrophic changes, although more 
prominent at the lower end of the ureter, occur throughout its 
whole length. This is the natural initial response of any organ in 
the body to obstruction and overdistension. The delay and 
dilatation of the ureters begin to appear, im many cases, very early, 
before the uterus reaches the pelvic brim and before the hyper- 
trophic changes in the lower end of the ureter are marked. The 
obstruction is probably due to increased vascularity and congestion 
of the cervix and parametrium, and to pressure on the ureter in the 
pelvis as a result of growth of the uterus, which enlarges equally 
inall directions. A factor which might cause kinking of the ureters 
is the elevation of the trigone, which occurs early. The dextro- 
rotation of the uterus may cause kinking of the right ureter and 
explain why there is nearly always more dilatation and delay on 
the right side. When the atony of the ureter reaches a certain stage 
the mere fact of its falling over the pelvic brim causes its walls 
to come together and occlude the lumen, [have proved that this 
obstruction at the pelvic brim can persist in the puerperium after 
the uterus is fully involuted, i.c., when there is no longer any 
pressure on the ureter at this point. 

Even when the renal urine is infected there may be no clinical 
signs or symptoms indicating involvement of the urinary tract. 
Stasis without infection is even more likely to be overlooked, so 
that diagnosis by clinical methods presents many difficulties in the 
obscure toxeemias of pregnancy in which disordered function of 
the urinary tract may be the underlying cause. The value of 
urological methods in diagnosis and the treatment of such cases is 
obvious. A urological department would therefore seem to be an 
essential part of every up-to-date maternity hospital. 


1. Haufbauer, J. ‘Contributions to the Atiology of Pyelitis of Pregnancy.” 
Bull., Johns Ilopkins Hospital, 1928, xlii, 118. 

>», Duncan, J. W., and M. 1. Seng. ‘Factors predisposing to Pyelitis of 
Preenaney,”? <Lmer. Journ, Obstet, and Gynecol., 1928, Xvi, 557- 





The Relation between Blood Extravasation and 
Albuminuria. 


By O’DoneL Browne, F.R.C.P.1., M.C.O.G. 


Late Assistant. Master, Rotunda Hospital, Dublin; Assistant 
Gynecologist, Sir P. Dun’s Hospital, Dublin. 


‘THE observations which | wish to bring forward have been 
suggested to me by the clinical material which came under my 
notice during my three years as Assistant Master in the Rotunda 
Ilospital. During such a space of time approximately 6,000 women 
are delivered as intern patients in the Elospital, and ample oppor- 
tunities are provided through which the Assistant, or resident 
member of the staff, can study a large number of the various 
abnormalities. 

Primarily, one is concerned with the everyday routine of 
diagnosis and treatment, and in familiarizing oneself with the finer 
points of each abnormality. The literature which has accumulated 
on the different subjects is in itself a formidable obstacle, and at 
first one is fully convinced that every possible point concerning 
‘ach abnormality has been methodically and exhaustively investi- 
gated. At a later stage it would seem that despite the huge 
amount of literature which has collected, certain points are 
strangely pigeon-holed and passed as finished. This appeared to 
me particularly noticeable in the case of the so-called ‘toxamic 


9 
Se 


haemorrhages 


In women suffering from the very serious complication of 
accidental hemorrhage it has been noticed that albuminuria of 
varying degree is nearly always present; the opinion advanced by 
obstetrical teachers and authorities is that these haemorrhages are 
due to local defects which owe their existence to a kidney lesion or 
toxzemia. For this reason the majority of these hemorrhages are 


called ‘‘toxzemic.’’ Articles on these subjects appear almost daily 
in the various journals, but it is not vet definitely established 
whether the kidneys are defective because of an old-standing 
lesion, i.e. ‘kidney decomposition,’’ or on account of a toxin 
produced during the present pregnancy, acting either on healthy 
kidneys, or on those which have been previously damaged to a 
certain degree. Biochemical investigation on these points has, 
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up to the present, been disappointing, but affords us the best hope 
of a solution of the different problems when considered in conjunc- 
tion with clinical observations. Very valuable and relatively recent 
information on the toxeemias of pregnancy has been published by 
Young, of Edinburgh, in which he pays particular attention to 
the tendency of this complication to recur in subsequent pregnancies 
and to manifest itself in different disorders. 

When, after some considerable clinical experience, I reviewed 
the various instances in which [I had noted albuminuria in 
association with accidental haemorrhage, I was struck by the fact 
that the quantity of albumin in the urine of different women 
suffering from this complication varied very considerably. 
Furthermore, the degree of albuminuria was in itself no guide to 
the severity of the toxzemic condition, This attracted my attention 
and | consulted the standard works, which gave me no assistance. 
I] then resolved to make a careful clinical investigation and keep 
full written details of each case. 

After a very short time it became obvious that the amount of 
albumin showed variations even in the same case, thereby demon- 
strating that some toxic factor was responsible for the condition. 
Furthermore, | surmised that the testing for albumin was only a 
clinical means of estimating endothelial damage to the kidneys and 
that, in all probability, the same toxin would attack endothelium 
in other organs. With this initial idea | carefully noted all cases 
in which hemorrhage occurred and demonstrated to my complete 
satisfaction that there existed a most intimate relation between 
hemorrhage and albuminuria. 

At this stage I wish to make it clear that 1 do not question for 
one moment the generally accepted and proved knowledge that 
nephritis can produce certain utero-placental changes which can 
precipitate a woman into the critical condition of accidental hzemor- 
rhage. At the same time I wish to make it equally clear that 
hemorrhage can produce a very severe degree of albuminuria in 
a very short space of time, and that if the condition is not treated 
in an appropriate manner, a vicious circle will certainly be estab- 
lished in which the kidney lesion will dominate the clinical picture 
and the patient will be in imminent danger of death. 

Unfortunately, the conditions to which I have already referred 
did not attract my attention until the beginning of my last year 
of office. During this six months’ period, as duty in the maternity 
department was only every alternate month, I collected 28 cases 
in support of these views and feel that they afford conclusive 
evidence of the connexion that exists between locked-up haemor- 
rhage and albuminuria, 
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I observed, in the first place, that individual patients showed 
wide variations in the degree of albuminuria, and that these 
alterations did not appear to bear any relation to the amount 
of blood which was lost, but rather to the rapidity and facility with 
which its products were absorbed. A number of these readings, 
when compared with each other, showed that the variations 
in the albuminuria were similar in individual cases, appearing after 
the extravasation had occurred and disappearing subsequent to its 
removal. In some instances the exact time of the extravasation and 
the relative development of albuminuria was known. As typical 
examples of this there are seven cases in the series. There are 25 
cases to illustrate the point already stressed, that the albuminuria 
increases until the removal of the extravasated blood, after which 
it rapidly diminishes and shows complete absence usually within 
26 hours. In one gynzecological case a similar condition occurred 
in which an internal hemorrhage followed a slipped ligature. In 
this instance albumin was noted one hour after the onset of the 
hemorrhage, though half an hour previously the urine had been 
albumin-free. 


As a control experiment I examined the urine of 50 normal, 
pregnant women during and subsequent to their labours. Here 
there was almost complete absence of albuminuria. 


Method of Investigation. 


In all instances the most simple and practical investigations 
were adopted. The history of each woman was carefully obtained 
and the time at which any symptom developed was noted. The 
history of previous pregnancies can be briefly seen in the appendix 
to this paper. 

Albumin was estimated by the usual method and was represented 
by such signs as 1+, 2+, 3+. The highest degree was that of 
4+, or solid. The specimens examined were taken by catheter 
at two-hourly intervals from the time the woman first came under 
observation. This routine was followed for the first 12 hours after 
the removal of the clot, though in some cases the examination was 
more prolonged. 


Normal Controls (50). 

We can deal very rapidly with the normal controls, 50 in 
number. According to Whitridge Williams and others, albu- 
minuria develops in some cases due to labour strain. In these 
controls, albuminuria was absent save for an occasional cloudiness 
seen with difficulty against a black background. The conclusion 


Cc 
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from reviewing these collected figures was that albuminuria 
subsequent to normal labour was a very infrequent, transitory 
and harmless occurrence. 


Seven detailed cases of Albuminuria following Hemorrhage. 

+. An example occurred in a gynzcological patient, No. 28, 
and has already been mentioned. On this occasion it was known 
that the urine was albumin-free prior to an operation in which the 
bladder was not injured. A post-operative extravasation of blood 
formed in the peritoneal cavity and, within an hour, albumin was 
easily demonstrable in the urine. 

2. Another example which is of particular interest is that in 
which a tubal pregnancy ruptured while the patient (No. 27) was 
under observation. The urine on admission, and previous to the 
rupture of the Fallopian tube, was negative for albumin. Approxi- 
mately one and a half hours after rupture, the exact time of this 
accident being known, albumin was present (1+). Operation was 
performed one hour later and by this time the albumin content had 
reached 3+. The subsequent two-hourly specimens revealed the 
characteristic downward curve of albumin content, and within 15 
hours there was a negative finding. 

3. A third patient (No. 17), in whom the exact time of the 
extravasation was known, behaved in the usual manner. This 
woman was seven months pregnant and had had no albumin in her 
urine throughout her pregnancy, nor on admission. She was 
admitted 20 minutes after she had fallen from a chair and injured 
her vulva. A small hematoma formed and further increase was 
prevented by pressure. Within six hours the urine contained 
albumin (1+), and approximately five hours later was again 
albumin-free, remaining normal throughout the remainder of her 
pregnancy. 

4. Another patient, No. 25, in whom the exact time of the onset 
of the accidental hemorrhage was known, developed albuminuria 
approximately nine hours later. Four hours after delivery and the 
removal of the retro-placental clot her urine did not contain any 
albumin. 

5. No. 21, a woman suffering from combined accidental heemor- 
rhage, had been under observation throughout her pregnancy and 
had a history of previous normal confinements. Albumin had not 
at any time been found in the urine. The time of the extravasation 
was known and seven hours later the urine boiled solid. Thirty- 
six hours after delivery and removal of the clot the albumin had 
disappeared. 


6 and 7. Two other examples in which the exact time of the 
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extravasation and the subsequent albuminuria was known could 
be quoted. Both these women (Nos. 24 and 22) further illustrated 
the development of albuminuria subsequent to the extravasation 
of blood, and No. 22 showed the characteristic return to normal 
after the removal of the clot. Unfortunately, further details were 
not available in No. 24. 

From these examples the average time taken for the development 
of albuminuria after the occurrence of the haemorrhage was four 
and a half hours. This was very rapid and probably depended less 
on the quantity of blood extravasated than on the rate and facility 
with which re-ahsorption of toxic products could be effected. 

The degree of albuminuria and the rapidity of its increase 
depended, in all probability, on the same factors. In women 
who gave a history suggestive of toxemia in previous pregnancies, 
the rate of development and the severity of the albuminuria ap- 
peared to be increased. 

We shall now consider the remainder of the series. 

To connect the relationship between blood extravasation and 
the subsequent albuminuria, the histories were taken in detail. On 
most occasions the extravasation of blood was in the form of a 
concealed accidental hemorrhage and the only intimation the 
patients received of this occurrence was sudden abdominal pain or, 
in some instances, weakness and cessation of foetal movements. 
On other occasions a history of pain and bleeding was obtained. 
From these histories it was apparent that the time from the onset 
of abdominal pain and weakness until albumin could be detected, 
or showed an increase, was identical with the time which elapsed 
in the cases which have been discussed in detail. This fact estab- 
lished beyond any doubt the relation between hemorrhage and 
albuminuria. 

As a further proof of the ztiology of albuminuria in these two 
groups, the rate curve by which the urine became albumin-free 
subsequent to the removal of the hamatoma was almost constant, 
but varied slightly under certain conditions. The delay in the 
return to normal was prolonged in several instances and was found 
associated with a history suggestive of previous pregnancy toxzemia. 
The most notable examples of this were Nos. 2, 11, and6. Asa 
general rule albumin had completely disappeared within 26 hours, 
but in one case with chronic nephritis a trace persisted until the 
eighth day. At the other extreme, albumin vanished within two 
to three hours when the kidneys were healthy and when the extra- 
vasation was either checked or speedily removed. 

There are many points which arise for discussion out of the 
material which has just been detailed. It is apparent that in 
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certain circumstances haemorrhage produces albuminuria which, it 
is reasonable to suppose, is the most easily demonstrated develop- 
ment of a generalized change. Presumably the other organs may 
be affected in a similar manner, most probably the liver. The 
examples also show that the quantity of extravasated blood is not 
so important a factor as the absorptive power of the tissues into 
which the extravasation takes place. This is most easily under- 
stood when we recollect that when an external wound bleeds freely 
constitutional symptoms are absent, unless the loss is profuse and 
prolonged, terminating in acute anzmia. 

In other words, blood which is extravasate and becomes altered 
by clotting and direct contact with tissues liberates some toxic 
substance which when re-absorbed produces endothelial damage. 
The latent period before the development, or increase, of albumin- 
uria in any given instance must therefore depend either on the rate 
of toxin production or the rate of re-absorption of the toxin. It is 
also possible that in cases of repeated pregnancies with recurrent 
toxeemia some form of increased sensitivity to the haemorrhagic 
toxin may be present, which would explain the greater incidence of 
complications in the case of multipare. 

That albuminuria only follows re-absorption from locked-up 
blood is further shown by the fact that when blood can escape 
profusely from the lower uterine segment through the vagina, as 
in the case of placenta previa, albuminuria is a rare occurrence. 
On the other hand, it is almost invariably present in a marked 
degree when blood is retained in the uterine cavity or in the 
cellular tissues, even for a short space of time. I believe these cases 
are, in most instances, erroneously termed ‘‘toxazemic’’ hzemor- 
rhages; in reality they are examples of toxzemias due to resorption 
of some, as vet, unidentified hamorrhagic toxin. 

A discussion of the various points which come forward from 
the fact that albuminuria develops subsequent to the re-absorption 
of some product of extravasated and clotted blood would require 
a great period of time. There are, however, several points which 
I should greatly like to introduce for discussion. 

In conjunction with the work of Young of Edinburgh, Clemenz, 
Williams, Browne of London, Kellog, Hofbauer, Hitschman, 
Lindenthal and many others, there are two communications of 
special importance. I refer to the very recent paper by Montgomery 
on the subject of ‘Placental Necrosis’? and to the work of Wright 
on the ‘‘H-Substance,’”? which he describes as closely allied to 
histamine. All these authorities, with the exception of Wright, 
discuss in their respective communications the presence of abnor- 
malities in the placenta and placental site. The majority are 
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in agreement that hemorrhages, infarctions or necroses which 
occur in this vicinity are most probably due to a_ primary 
lesion. Some state that it is possible for the kidney lesion to 
occur simultaneously with hzmorrhage and possibly to be due 
to the same factor. Petechial heemorrhages are commonly found 
in organs other than the uterus in association with albuminuria. | 

These varying opinions have a modicum of truth, but we must 
go further towards complete investigation of the phenomena. 
The work of Wright affords much help towards the solution of this 
problem in describing the substance which is closely allied to 
histamine and which is named the ‘‘H-substance.’’ This material 
is liberated from damaged tissue or blood and its action is almost 
identical with that of histamine. It acts rapidly and small quantities 
will produce very marked effects. 1 neither wish to dogmatize, 
make any statement regarding this ‘‘H-Substance,’’ nor attempt to 
draw conclusions from the toxzemias of pregnancy, but a survey 
of the following facts may help towards the solution of the very 
difficult problem :— 

1. That damaged tissue, or altered blood, liberates some toxic 
substance which is known to act in minute quantities and with great 
rapidity. This has been proved experimentally by many physiolo- 
gists and is described in detail by Wright. 

2. That all authorities are agreed that utero-placental changes, 
under different names, are almost invariably found in association 
with some kidney lesion. 

3. That the evidence which | have brought forward shows very 
clearly that albuminuria develops with great rapidity subsequent 
to blood extravasation and tissue injury in different parts of the 
body. 

4. That removal of the toxin producing extravasation, which | 
have shown may be only of extraordinarily small size, is followed 
by rapid recovery of the endothelial damage. 

These four facts, which could be much enlarged upon, force us 
to the conclusion that albuminuria undoubtedly develops subse- 
quent to the re-absorption of some toxic material. This can occur 
as the result of an extravasation in any part of the body, as shown 
by the special examples already described. 

The gynecological case illustrates that pregnancy is not an 
essential factor, but it is extremely likely that pregnancy, with its 
increased metabolic strain, delicate utero-placental network of 
vessels and degenerations, should prove a most powerful pre- 
disposing cause. It is, therefore, logical to presume that any 
degeneration, infarction or extravasation, can account for the some- 
times inexplicable albuminuria in women during their pregnancy. 
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The foregoing statement may be subjected to destructive 
criticism on the grounds that albuminuria is but a companion to 
the many ways in which toxemia may become manifest, With this 
I am in absolute agreement, but contend that organs other than 
the kidneys suffer similar, and possibly greater, endothelial damage. 
The fact that it is possible to sensitize an individual, as in the 
case of the multipara with a history of “‘recurrent toxaemia,”’ 
undoubtedly plays an important part in the symptom complex. 

1 feel that until biological investigations are systematically 
undertaken along these lines, in conjunction with carefully recorded 
clinical observations, a point of the greatest importance is being 
sadly neglected in the search for the answer to the problems and 
dangers of the toxeemias of pregnancy. 

In conclusion, I should like to thank the Master of the Rotunda 
Hospital for the many opportunities which he has placed at my 
disposal to carry out various forms of clinical observation, 


APPENDIX. 
SHORT NOTES ON 28 OBSERVED CASES. 


1. Age 32. Combined accidental hemorrhage. Loss % pint. Previous 
history normal. Albumin appeared 11 hours after haemorrhage. Dis- 
appeared 2% hours after removal, Greatest albumin content 1+. 

2. Age 34. Combined accidental hzemorrhage. Loss 34 pint. Previously 
5 miscarriages and 8 normal. Albumin appeared 71% hours after haemor- 
rliage and disappeared on the second day of puerperium. Greatest 4+. 

3. Age 25. Toxzemic accidental heemorrhage. Loss 34 pint. Previously 
2 normal, and 1 miscarriage. Albumin 1+ 2% hours after haemorrhage. 
Disappeared g hours after delivery. Greatest 3+. 

4. Age 38. Mild accidental haemorrhage. Previously 1 abortion, 10 
nermal. 1+ 3 hours after haemorrhage. Nil 12 hours after delivery. 
Greatest 1+. 

5. Age 38. Severe toxeemic accidental haemorrhage. Previously 1 
abortion, 11 normal. 1+ 3 hours after hemorrhage. Nil 3 hours after 
delivery. Greatest 4+. 

6. Age 28. Mild combined toxemic accidental haemorrhage. Previously 
1 eclampsism and 1 normal, 3+ 3% hours after haemorrhage. Cleared 
seventh day of puerperium. Chronic nephritis. Greatest 3+. 

7. Age 34. Concealed accidental haemorrhage. Loss 4% pint. Previous 
history—ist accidental hamorrhage; 2nd and 3rd eclampsisms; 4th 
abortion ; and then 4 normal confinements. 3+4 5 hours after heemorrhage. 
Nil 10 hours after delivery. Chronic nephritis? Greatest 3+. 

8. Age 24. Mild toxzemic accidental haemorrhage. Previously 2 normal. 
Albumin 1+ 4 hours after haemorrhage. Clear 9 hours after delivery. 
Greatest 4+. 

g. Age 30. Concealed accidental haemorrhage. Severe. 


Previously 2 sets 
dead-born twins, 2 premature dead-born, 


1 term dead-born. 3 miscarriages ; 
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subsequenty 2 normal pregnancies. Albumin 2+ 4 hours after heemorrhage. 
Clear 12 hours after delivery. Greatest 3+. 

10. Age 45. Combined toxcemic accidental haemorrhage. Loss '% pint. 
Previously 12 normal, Albumin 2+ g hours after hzemorrhage, Nil 10 
hours after delivery. Greatest 4+. 

11. Age 29. Concealed accidental heemorrhage. Loss 34 pint. 2nd preg- 
nancy (Ist still-born). Albumin :+ 2 hours after hemorrhage. Nil 4!, 
days after delivery. Greatest 4+. 

1z. Age 4o. Combined toxeemic accidental heemorrhage. Loss 1 pint. 
16th pregnancy, all normal. Albumin 2+ 3 hours after haemorrhage. Nil 
22 hours after delivery. Greatest 4+. 

13. Age 39. Collapse with abortion. Loss 34 pint. Previously 11 normal, 
and 4 abortions. Albumin 1+ 2 hours after hemorrhage. Nil 10 hours after 
delivery. Greatest 3+. 

14. Age 36. Heematoma of vulva. Loss 2 ounces. Previously (1st) an 
abortion; (2nd) eclampsism dead-born, term. Albumin increased from 
1 to 3+ 1% hours after hemorrhage. Nil 48 hours after delivery. 
Greatest 4+. 

15. Age 25. Intraperitoneal and intra-uterine clot. ist pregnancy. 
Albumin 4+ 1 hour after hemorrhage. Mors. Greatest 4+. 

16. Age 42. Combined accidental hemorrhage. Loss '; pint. Pre- 
viously normal. Albumin 1+ 4 hours after haemorrhage. Nil 10 hours 
after delivery. Greatest 3+. 

17. Age 26. Traumatic hematoma of vulva during pregnancy. Preg- 
nancy continued, Previous pregnancies normal. Albumin 1+ 6 hours after 
heemorrhage. Nil 5 hours after control of oozing. Greatest 1+. 


normal. Albumin 
Greatest 3+. 


5 
18. Age 27. Toxemic accidental hemorrhage. Mild. Previously 
3 


+ 5 hours after hemorrhage. Nil 10 hours aiter delivery. 


19. Age 4o. True accidental hemorrhage? Previously 1 miscarriage 
and 3 normal. Albumin 4+ 6 hours after haemorrhage. Nil 3 days after 
delivery. Greatest 4+. 

zo. Age 28. Combined accidental hemorrhage. Loss 34 pint.  Pre- 
viously 4 normal, Albumin 2+ 4 hours after hemorrhage. Nil 16 hours 
after delivery. Greatest 4+. 

21. Age 28. Combined accidental hemorrhage. Mild, Previously 1 
abortion and 1 normal. Albumin 4+ 7 hours after heemorrhage, Previous 
day was nil. Albumin nil 36 hours after delivery. Greatest 4+. 

22. Age 25. Toxemic accidental hemorrhage. Loss '; pint. First 
2 normal; 3rd miscarriage. Albumin 2+ 10 hours alter haemorrhage. Nil 
18 hours after delivery. Greatest 3+ at delivery. 

23. Age 31. Traumatic accidental haemorrhage. Previously 5 normal. 
Albumin 3+ 2 hours after haemorrhage. Nil in 20 hours. Greatest 4+. 

24. Age 24. Post-partum hemorrhage. Concealed and intramural heemor- 
thage. Primipara? Albumin 3+ 1!) hours after hamorrhage. Previously 
nil, Mors. Greatest, 4+ at time of death. 

25. Age 32. Combined accidental haemorrhage. 4th. Others normal. 
Albumin 2+ 9 hours after hemorrhage. Nil 4 hours after delivery. 
Greatest 2+. 
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26. Age 32. Toxemic accidental hamorrhage. Previously 5 miscar- 
riages and 3 normal, Albumin 4+ 2 hours after haemorrhage. Nil 12 hours 
after delivery. Greatest 4+. 

27. Age 20. Ruptured ectopic pregnancy. Loss % pint. Nullipara. 
Albumin nil before rupture. Abundant 114 hours after. Nil 15 hours after 
removal of clot. Greatest 4+. 

28. Age —? Post-operative intraperitoneal haemorrhage. Previous 
history ? Albumin nil at time of operation. 14 1 hour after haemorrhage. 
Mors. Greatest 1+. 

These brief details show clearly the increase in albuminuria which occurs 
subsequent to extravasation of hemorrhage. They also show clearly the 
manner in which the albuminuria vanishes after the removal of the clot. 
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’ 


PAN in the ‘‘small of the back’’ is one of the commonest and, at 
the same time, one of the most distressing of the symptoms which 
bring women to the gynaecologist. In many cases it arises directly 
from gynzcological disease, when it is to be explained as a super- 
ficial registering in this area of deeper nerve impulses arising in 
the pelvis. The phenomenon is similar to that found in other 
visceral disease and is dependent upon the fact that sympathetic 
irritation of abdominal organs is registered in the form of painful 
impression on the body surface at a point corresponding to the 
peripheral distribution of the sensory nerves of the segment 
concerned. 

In this way we explain the dragging sacral pain associated 
with vaginal prolapse, and which is clearly due to the downward 
traction on the pelvic structures during the herniation process. 
In chronic cervicitis, also, low backache is common ; it is especially 
prominent when the infection has extended into the posterior 
parametrium and then, accompanying the sacral pain, there is 
often pain deep in the pelvis during defzecation, clearly due 
to the irritation of the sensitive areas by the action of the bowel. 
A very delicate diagnostic test of the relation between the cervicitis 
and the backache in such cases is the ease with which the sacral 
and bowel pain can be elicited by forward traction of the cervix 
with the fingers in the vagina. In a few cases of retroflexion of 
the uterus, especially when the organ is very large and pressed back 
deeply into the pelvis against the sacrum and bowel, backache may 
be present. It is our experience, however, that when backache 
and retroflexion co-exist the pain is usually dependent not upon 
the retrodeviation but upon some accompanying lesion such as 


*This paper was read before the Eighth Congress of Obstetrics and 
Gynaecology, Glasgow, April 22—24, 1931. 
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cervicitis or vaginal prolapse. Finally, tubo-ovarian infection and 
tumours may be accompanied by low backache. 

The backache of such pelvic disease is generally accompanied 
by pain which is more widely distributed ; thus, pain over the lower 
abdomen, and especially the iliac region, is common. In many 
such cases the patient narrates quite clearly that the aching in the 
different areas is a single associated phenomenon, and on examina- 
tion one can frequently discover a girdle of hyperaesthesia extending 
from the front of the abdomen to the back. In such cases we 
can often confidently ascribe the backache to the underlying pelvic 
affection. 

The object of this communication is to invite your attention to 
the frequency with which the backache in such gynecological 
cases, however, cannot be explained in terms of a referred pain 
of this kind, but is dependent upon an accompanying orthopedic 
lesion in the lower spine. 

At the outset let us say that we are convinced that the importance 
of this origin of low backache cannot be over-emphasized, alike by 
virtue of its relative frequency and by the fact that unless it is 
constantly before the mind of the examiner he is faced with the 
almost daily risk of losing an opportunity of freeing his patient, 
by simple means, of a painful and crippling disorder and, even 
worse, of exposing her to the ordeal of operative treatment which 


leaves her major complaint unrelieved. We have seen many 
cases in which backache, due to such unrecognized orthopedic 
factors, has persisted after operations for vaginal prolapse and 
retroflexion. 


For a complete study of these cases we are further convinced 
that the collaboration of orthopedist and gynecologist is necessary, 
and in this communication we have assembled the experience of 
such collaboration during a period of over two years. 

The common association of lumbo-sacral and sacro-iliac strains 
with pelvic disease can be satisfactorily explained only on the basis 
of some common causation, and it would seem clear that in the 
sequence the gynecological disease must occupy a primary place. 
While in regard to this fact there would seem to be little room for 
doubt we are met with difhculty at the outset in any effort to 
interpret the underlying mechanism at work. This question forms 
a suitable field for further study. 

We should perhaps state that in this place we are not specially 
concerned with those not uncommon cases in which, in associa- 
tion with a hypotonic state of the general health and a weak- 
ness in the spinal column, usually dating from early life and 
resulting in stooping shoulders and a visceroptotic abdomen, there 
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are accompanying functional disorders of menstruation, more 
particularly in the direction of dysmenorrhoea. In such cases the 
menstrual aberration has sometimes been attributed to the sagging 
abdominal and pelvic organs leading to interference with the 
normal vascular supply of the pelvis. It is obvious, however, that 
the pelvic symptoms may equally be merely a local manifestation 
of the lowered general vitality. 

The class of case we have in mind is the woman who is usually 
parous and who suffers from such commonly acquired conditions 
as vaginal prolapse, cervicitis with leucorrhoea and menstrual 
dysfunction, and in whom there is no gross skeletel defect, but in 
whom, on examination, strain of the lumbo-sacral or sacro-iliac 
articulation is present to account for the backache. 

In some instances, as, for example, in vaginal prolapse, 
the gynzecological and articular lesions may both have arisen 
equally from the damage of childbirth and, in such a manner, we 
may postulate an easy explanation of the co-existing phenomena. 
On the other hand, in many instances there is no direct relation 
between the onset of the symptoms and a previous labour. In such 
it may be that the chronic congestion induced by the pelvic 
disease, by its spread to the adjacent joints, causes a loosening and 
softening and consequent vulnerability of their ligamentous 
structures. In this connexion it is notorious that the low-back pain 
and tenderness over the joints are apt to be aggravated by the 
added congestion of the menstrual process. This menstrual aggra- 
vation may easily disguise the true nature of the lesion and may 
readily lead to a purely gynaecological attribution of the pain. 

As an alternative mechanism we may postulate the view, which 
derives support from the common appearances presented by such 
women, that, in consequence of the disease in the pelvis, a faulty 
body posture is gradually developed, leading secondarily to strain 
in the joints. We have to remember that in some few of these 
cases there may be a precise history of previous accident or trauma 
to account for the orthopedic lesion which then may have no 
correlation with the gynecological trouble. 





Low-Back Pain in Gynecological Practice due to 
Lumbo-Sacral and Sacro-Iliac Strain.* 


By W. A. Cocurange, F.R.C.S.E,. 


Honorary Assistant Surgeon, Royal Infirmary, Edinburgh. 


WHEN the patient complains of low-back pain we are faced with 
an eliminative diagnosis, The eliminative process leaves a group 
which is essentially orthopeedic, mainly from chronic strain of 
the lumbo-sacral and the sacro-iliac joints. Any affection of a 
a joint is characterized by local tenderness, muscle-spasm and 
deformity. These features, and many more, are quite easily 
discoverable in a superficial joint, but in deeply seated joints, often 
only with slight but painful dysfunction, it should be readily 
understandable that it is not always easy to observe the features 
mentioned, namely, tenderness, muscle-spasm and deformity. 
The physical examination of the low-back is an art which we owe 
to the Boston School of Orthopedic Surgeons, headed by Dr. 
Goldthwait, so that cases of low-back pain are now capable of 
quite definite scientific analysis so far as the spinal element is 
concerned. I have tried to describe the detail of the Boston School 
in an article in the Edinburgh Medical Journal of April 1927. 
I have shown it repeatedly to the gynzecologists in Edinburgh. 
One must know just how to examine the case and how to interpret 
the findings correctly. 


The next consideration has regard to the anatomical type or 
physique of the patient suffering from low-back pain. In the 
slender type of individual the bones are small and the joints 
shallow ; there may be six. lumbar vertebrae. These features make 
for a slender, too mobile, wand-like spine, which withstands 
the strain of life much less efficiently than the normal. These 
patients tend to suffer from a general postural strain of the low- 
back, not confined to any special joint but taking the form of a 
dull ache across the shoulders and low-back, which is relieved by 
rest and aggravated when they try to do too much. There is no 
limitation of motion in the spine and no muscle-spasm. These 


*This paper was read before the Eighth Congress of Obstetrics and 
Gynecology, Glasgow, April 22—24, 1931. 
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individuals are sent, not infrequently, to the gynecologist to have 
something done for the backache. They are better with the rest 
in hospital and then relapse later. The patient herself and the 
family doctor are apt to think that a simple gynzecological pro- 
cedure will put matters right, and at first they are encouraged in 
this belief by the immediate relief which follows. 


An analysis of any series of painful backs urges a consideration 
of the commonly existing poor posture and bad bodily mechanics 
so often present in these cases. All the antero-posterior curves of 
the spine are exaggerated. The body-weight is transmitted through 
the lumbo-sacral arch and not through the vertebral bodies, and 
this is particularly true of heavy individuals with prominent 
abdomens and poor muscle control. A chronic strain of the lumbo- 
sacral joints is apt to be set up and it remains until the lordosis is 
corrected by treatment. May I be allowed to emphasize that a 
low-back which is in habitual lordosis is in a state of deformity ? 
As the lumbo-sacral articulations become sensitive the lordosis 
becomes fixed by muscle-spasm, and one is faced with a difficult 
condition to clear up. In many patients suffering from painful 
conditions in the low-back one can appreciate this condition of 
fixed lordosis by simple palpation as the patient lies in bed. 

While chronic strain of the lumbo-sacral region of the spine 
is common in those of normal or heavy build, a state of bad bodily 
mechanics in slender individuals seems to exert its main effect 
upon the sacro-iliac joint. There is tenderness midway between 
the posterior superior and the inferior iliac spines and on upward 
pressure in the great sacro-sciatic notch. There is hamstring 
spasm and sciatic scoliosis in some cases. 


The next problem is presented by the persistence of low-back 
pain, presumably due to orthopedic cause, when X-rays of the 
spine show no evidence of a gross lesion. A negative X-ray is not 
of sufficient importance to warrant the assumption that there is 
nothing the matter with the patient. Of far greater importance is 
a thorough physical examination. The minute anatomy of the 
low back has received very little study in this country, and slight 
departures from the normal appearance which may and often do 
have great significance do not seem to be generally known to 
surgeons and radiologists. In difficult cases stereoscopic and 
lateral X-rays of the low-back are necessary. 


Next, is the difficult problem of the relation between anato- 
mical variations in the lumbo-sacral region of the spine to 





540 Journal of Obstetrics and Gynecology 


low-back pain. These variations from the normal may affect the 
transverse processes, the articular facets and the spinous processes. 
The common variation of the fifth lumbar vertebra is that of 
semi-sacralization. It is easy to understand that in certain circum- 
stances of trauma or postural weakness this accessory articulation 
may become painful. The element of cross-strain is brought to 
bear upon the unsupported side, and ultimately this strain may 
affect not only the lumbo-sacral joint but one or other of the 
sacro-iliac joints as well. When this occurs the patient has 
symptoms referable to both lumbo-sacral and sacro-iliac joints, and 
the term “combined pelvic joint strain” has been applied to it. 
The articular facets of the lumbo-sacral level are often not of the 
normal crescentic shape. One may be flat, occupying only the 
coronal plane. Other variations with a bearing upon low-back 
strain include developmental defects of the spinal arch, such as 
spina bifida occulta. It is unquestionable that the association of 
the occurrence and persistence of symptoms of low-back pain and 
the presence of these abnormalities is an intimate one. Advancing 
age, poor posture, trauma and loss of muscle-tone may all play 
a part in making the abnormality manifest. There is present then, 
very often, a combined problem the main items of which I have 
tried to describe, 


TREATMENT AND RESULTS, 

The aim of treatment has been to restore the back and the body 
as a whole to a state of good posture, so that correct function may 
then be possible. The means employed are rest, massage, heat, 
re-education of the muscles, and support of the spine and pelvis. 
The patient is put to bed for three weeks, on a very firm mattress. 
She lies on the back with a low pillow beneath the head and knees. 
Thrice daily, for half an hour after meals, she is put into a position 
of what is called super-extension., = \_ pillow is placed beneath the 
chest and the hands clasped behind the head. The effect of this 
is to throw the chest forward and, by leaving the lumbar spine 
unsupported, to cause flattening of the lumbar spine. The patient 
is turned over and made to lie face down upon a pillow placed 
lengthwise beneath the trunk for half an hour following the super- 
extension position, and hot fomentations are applied to the low- 
back. In a few days’ time the back is massaged and the patient 
is taught a simple list of exercises to be performed when lying down 
to teach her how to obtain active, conscious control of the muscles 
of the trunk and pelvis; thus she is taught to correct the lordosis. 
When she gets up, the remedial exercises are continued and should 
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result very soon in an individual whose posture in standing, sitting 
and walking is habitually correct. To help the patient to maintain 
the correct position a strong, back-lacing corset is often required 
for a time, until the muscles are strong enough to do the work for 
themselves. 

During the last two years 55 cases have been treated along these 
lines. These cases have all had gynecological conditions plus 
low-back pain. Dr. Young has treated the gynecological condition 
and, at the same time or on recognizing that the back pain still 
persisted, he has gone further and has had the orthopedic element 
corrected. Of these patients 36 have returned tor physical 
examination and 11 have replied by letter. Eight cases are 
unaccounted for. We have thus to deal with 47 cases. Of these 
14 were adjudged to be cases of sacro-iliac strain (12 chronic and 
two acute). Thirty-three were taken to be cases of chronic lumbo- 
sacral strain. 


SACRO-ILIAC CASES. 

The two acute sacro-iliac cases were manipulated under an 
anesthetic and completely cured. Of the 12 chronic cases, eight 
are cured, two relieved, and two a little better. By cure is meant 
that the patient is free of pain, can do her work, and does not 
require any special support. 


LUMBO-SACRAL CASES, 


The chronic lumbo-sacral cases respond to treatment more 
quickly and readily than the sacro-iliac cases, but are more 
difficult to cure completely. In this series, 17 are cured, nine are 
relieved, and seven are not much better, When one considers 
that to cure these cases an intelligent and really co-operative patient 
is necessary, these are fairly good figures for hospital cases. 





Radiotherapy and Fistula Formation in Cervical 
Carcinoma.* 


By GILBERT I, STRACHAN, 
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Assistanl Gynecologist, Cardiff Royal Infirmary; First Assistant 
to the Professor of Obstetrics and Gynecology, Welsh 
National School of Medicine. 


OF all complications of carcinoma of the cervix none is so dread- 
ful to the patient as the occurrence of fistula, the consequent 
incontinence rendering life hardly endurable. 

It has been said of those suffering from urinary fistula in 
general that: ‘* . . . the very atmosphere surrounding them is 
polluted by their presence, and even children shun them.’”’ How 
much more so is this the case when the general discomfort 
inseparable from this condition is added to by the foul discharges 
of carcinoma? It is a condition for which, in most cases, little or 
nothing can be done in the way of cure or even palliation, and it 
is possibly for this reason that it has seldom attracted much de- 
tailed attention from writers and observers. 

In former years, when carcinoma of the cervix was un- 
treated except by caustics and palliation, fistula formation was a 
common event. Later, when radical operation was undertaken, 
the incidence became less; but in a proportion of such cases 
fistula occurred in spite of, or even because of, the operation. But 
in the last few years, when operative treatment has been to such an 
extent supplanted by radiotherapy, the question has been raised 
whether the effects of the radium may not be responsible for, or 
at least predispose to, fistula formation. 

The objects of this communication are threefold: to discuss 
the frequency and method of occurrence of this complication ; to 
attempt to assess the part, if any, which radiotherapy may play 
in its occurrence; and to suggest means of prevention by which 
the incidence may be reduced to a minimum. 

In 254 cases of carcinoma of the cervix treated by radium in 


*This paper was read before the Kighth Congress of Obstetrics and 
Gynaecology, Glasgow, April 22—24, 1931. 
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Cardiff Royal Infirmary, fistulae have appeared in 22 cases—8.7 
per cent. This proportion may appear high, but it is very difficuit 
to compare it with the results in other Centres as we find that 
mostly an accurate record was not kept of the frequency of this 
complication. 

An important point which emerges from the consideration of 
our series is that, of these 22 cases, fistula formation occurred only 
within the last two months of life in eight cases, so that, unless a 
practically complete follow-up is kept, and unless this complication 
is specifically enquired into, a certain proportion of fistula 
cases will fail to be included in statistics. In Cardiff we have 
been fortunate in that of our 254 cases we have failed to trace only 
seven, and one of these emigrated to .ustralia free of symptoms. 
Since 1925, with the help of the City of Cardiff and the County of 
Glamorgan Health Authorities, every case has been followed to 
death or to the present condition. 

Our 22 cases of fistula formation comprise the following 
varieties:— Ten cases of vesico-vaginal fistula; nine cases of 
recto-vaginal fistula; and three cases of recto-vesico-vaginal fistula, 
and these merit discussion in some detail. 

It will be seen that the bladder was alone involved in this 
series in 4.0 per cent of cases or, in association with the rectum, 
in 5.2 per cent, while the rectum was alone involved in 3.45 per 
cent and, along with the bladder, in 4.6 per cent. 

The technique of application in these cases was the interstitial 
one which has previously been described.'| About 120 mems. 
of radium element were inserted into the substance of the tumour 
in tubes and needles of various capacities for 24 to 30 hours, and 
this was repeated if later examination, in the course of the follow- 
up indicated recurrence or unsatisfactory healing, 


Vesico-Vaginal Fistula, 


The to cases in) whieh this) complication ensued were all 
advanced and inoperable in stages HL or 1V.* 


Nine patients have died, the average duration of life being 
20 months after first being seen, while one (stage IIL) is alive four 
years after being first seen, and two vears after the formation of 


fistula, In the patients dying, the average duration of life after 
fistula formation was 24 weeks, while fistula appeared on the 
* The classification of the extent of carcinoma of the cervix adopted 


here is that of the Sub-Committee for Cancer of the Uterus of the Leaeue 
of Nations, Geneva, 1920 


I) 
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average in the 10 cases 15 months after the first application of 
radium and, in cases in which radium was applied more than once, 
six months after the last application. The shortest period after 
radiation at which fistula developed was two months (one case) 
and the longest period 40 months. 


Recto-Vaginal-Fistula. 


There were nine cases of recto-vaginal fistula, and of these 
eight were inoperable in stages III or IV, while one was in the 
borderline stage II. No early cases developed this complication. 
All these patients have died, death occurring at periods varying 
from seven months to four and a half years after being first seen ; 
the average duration of life was 25 months. 

The time of occurrence of fistula varied from five months to 
three and a half years from the first radiation, the average being 
six months and, in cases in which radium was applied more than 
once, from three to 17 months after the last application. The 
average interval in this last category was eight and a half months. 
In all these cases death has occurred at times varying from 
three weeks to 19 months after the occurrence of the fistula, the 
average duration of life being seven and a half months. 
Reclo-Vesico-Vaginal Fistula. 

The three cases in this category were advanced and inoper- 
able in stages IIL or IV when first seen. In one case the rectal 
fistula appeared first, to be followed in six months by the vesical 
fistula, while in the other two cases the vesical fistula was primary 
The average time between the last application of radium and the 
development of the rectal fistula was five and a half months, while 
in the case of the vesical fistula the average time was seven months. 
After development of the second fistula death was rapid in each 
case, occurring in three, four, and eight weeks respectively. 


DISCUSSION. 
Frequency of Fistula Formation, 

It is not easy to obtain reliable statistics regarding the fre- 
quency of fistula formation in carcinoma of the cervix because, 
while all acknowledge this complication as common, few writers 
have published their figures in this respect over a large series of 
cases. The reason for this may be the fact that the development 
of this complication indicates such an extent of the disease as to 
render the condition hopeless from the point of view of prognosis 
and treatment. Before the introduction of extended surgery for 
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dealing with carcinoma of the cervix, fistula formation was 
probably more common than to-day. 

Thus in 1888, Wagner,” investigating 19 cases, reported rectal 
involvement in 16 per cent with fistula formation in 11 per cent, 
while Roger Williams,” in 1896, reported rectal involvement in 
1g cases out of 78 investigated (just over 24 per cent), with fistula 
formation in 12.9 per cent; in the same series the bladder was 
involved in 56 cases with fistula formation in 37.1 per cent. 
Corresponding to our third category Wagner found the bladder 
and rectum draining into the vagina in from three to four per cent 
of cases. These figures are much higher than any published in 
recent years. 

With the advance of operative surgery the proportion of fistulze 
decreased; thus, in an investigation recently carried out by 
a Committee of the American College of Surgeons* on 688 collected 
cases, is was stated that: ‘‘The danger of fistula formation is 
increased by any method of treatment: thus hysterectomy alone 
gave 5.5 per cent; cautery alone gave 5.6 per cent; radium alone 
gave 5.7 per cent; and cautery and radium gave 7.0 per cent. It 
would appear that the danger of fistula formation should not weigh 
heavily in the choice of methods of treatment.” 

While these figures are instructive, the general conclusion that 
the probability of fistula formation is increased by any form of 
treatment is unexpected and is not supported by a comparison 
between the American figures and those of Wagner and Williams 
just quoted. The Marie Curie Hospital in London,® in 1920, 
reported the occurrence of recto-vaginal or vesico-vaginal fistule 
in 10.0 per cent of the fatal cases while five other cases are 
mentioned ; but the percentage incidence in all cases treated is not 
mentioned. Beckmann, quoted by Ewing,® found recto-vaginal 
fistulae in 7.0 per cent of the cases investigated by him. 


Mode of Production. 

Fistula formation, in association with carcinoma of the cervix, 
essentially follows the breaking down of direct extensions, 
anteriorly or posteriorly, and usually occurs late in the course of 
the disease. The cystoscopic appearances in the bladder indicating 
involvement and foretelling fistula have been studied by Gemmell,’ 
and more recently by Band.* 

The supposition that the interposition posteriorly of the pouch 
of Douglas to some extent shields the rectum is not borne out in this 
series in which rectal involvement almost equals that of the bladder. 
Once malignant adhesions occur between the two layers of the 
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pouch of Douglas, penetration and fistula formation soon follow ; 
while extension along the utero-sacral ligaments is known to occur 
often in conjunction with direct posterior spread. But, while 
fistula mostly occur as the result of direct extension of the disease, 
they may be produced by wounding the rectum, bladder, or ureter 
during operation or subsequent to operation owing to trophic dis- 
turbances in these viscera or by septic infection. Fistulas produced 
in this manner, however, are more amenable to subsequent opera- 
tive repair than those formed by the breaking down of a direct 
carcinomatous extension. 


The Influence of Radium on Fistula Formation. 

This is a point regarding which there may be some difficulty in 
reaching an unbiassed conclusion but which merits careful con- 
sideration, and the main questions that arise are these : Does radio- 
therapy per se cause or predispose to fistula formation or, secondly, 
is fistula formation more likely to occur in association with one 
technique of radium application than with another? Regarding 
the first point, the finding of the Committee of the American 
College of Surgeons has to be remembered, that the probability 
of fistula occurring was about the same with any type of treatment. 
Again, of our 22 cases, 21 were advanced and inoperable by any 
standard, three of them hopelessly so, while one was a borderline 
case, Fistula did not develop in any early case treated by radium, 
Obviously in patients suffering from advanced disease the proba- 
bility of fistula formation is considerable, but in a proportion of 
these the actual extent of the disease, with the possibility of the 
development of this complication in mind, has to be judged not 
only by the local cervieal condition, but by a careful investigation 
of the parametrium and fornices. 

If the radium were in any degree responsible for the occurrence 
of fistula we should expect the fistula to form soon within 
a few weeks—after the insertion of the radium: but we find 
that in our 22 cases fistula occurred ins two cases within three 
months of radiation, in four cases within three to six months, in 
six cases within six to 12 months, in five cases within 12 to 18 
months, and in five cases at periods over 18 months and up to 
four and a half years. The average time between radiation and 
fistula formation in the bladder cases was 15 months, in the rectal 
cases 20 months and, when double fistula developed, to months. 

It can, therefore, be reasonably maintained that only in the two 
eases in which fistula appeared within three months of radiation 
can the radium be even suspected of being the cause. Indeed 
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the criticism may be more in the opposite direction, that the disease 
had extended and the fistulae developed in spite of the radium, 
and that possibly a longer, or stronger, application should have 
been employed. 

Clark and Norris’ are of opinion that ‘ta small percentage’’ of 
fistulae will occur as a result of the disease and are not due to irradia- 
tion but that, with proper application, radium actually shields the 
patient from fistula. 

From the consideration of our material we are of the opinion 
that the percentage of incidence of fistula is larger than is usually 
thought if the cases are carefully followed to a termination, and if 
symptoms of incontinence are specificially enquired about in 
patients whe cannot attend for examination. Further, from the 
figures quoted above, in which radium could be even suspected 
as a cause in only two out of 22 cases, it may be inferred that 
radium, properly applied, may be responsible for the production 
of fistula in but a small proportion of the total cases in which the 
complication occurs. 

Regarding the second consideration [| do not know of any data 
by which the relative influences of different techniques of appli- 
cation in this respect may be judged. In Cardiff we have employed 
the Stockholm technique for only about seven months, so that a 
comparison cannot as vet be made. The tigures from the Marie 
Curie Hospital, at which the Stockholm type of technique is 
employed, are rather similar to those in Cardiff with interstitial 
application and, so far, would indicate that fistulae are equally 
likely to follow either method of application. 


The Prevention of Fistula Formation in Radiotherapy. 

In the majority of cases nothing can be done for the cure of 
fistula forming in the course of cervical carcinoma. Especially 
is this the case in vesico-vaginal fistula and in any fistula when 
growing carcinomatous tissue occupies the edges. In some few 
cases in which clinical cure appears to have taken place and when 
active carcinoma is not present, extreme tbrosis and puckering 
makes the success of a closure operation at least: problematical. 
Santy!’ has, however, reported two cases of vesico-vaginal fistula 
following radiotherapy in which permanent cure followed plastic 
repair, and an occasional similar case has been reported by a few 
others; but such good results are rare. 

In such cases a vesico-vaginal fistula practically never closes, 
although a reetal fistula may, in) some few cases, heal spon- 
taneously. But if cure is so unlikely much may be done in the 
course of radiation to prevent this complheation 
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Prior to radiation the bowel should be thoroughly emptied as 
in preparation for perineorrhaphy, and this means that, if possible, 
the patient should be admitted for treatment 48 hours before the 
radium is applied. The bladder also should be evacuated by 
catheter and at the completion of irradiation we are in favour of 
inserting a self-retaining catheter during the time that the radium 
is in position—usually not more than 48 hours. In this way the 
bladder and bowel can be the more easily kept at a distance from 
the focus of the gamma rays and out of harm’s way. Appropriate 
packing off by gauze soaked in flavine or other antiseptic is also 
employed; the posterior fornix is first carefully packed, then the 
anterior and lastly the lateral fornices. If a flat vaginal applicator 
is applied, as in the Stockholm technique, the long diameter of 
the box should be placed transversely in the pelvis and never 
antero-posteriorly. In this way not only is excessive anterior or 
posterior radiation avoided but, at the same time, the lateral for- 
nices and bases of the broad ligaments receive the maximum 
radiation. 

Similarly, when inserting interstitial needles great care must 
always be exercised that they are not carried too far towards the 
anterior or posterior fornices. In the lateral fornices the danger 
of perforation of the peritoneum is not great, so that damage is 
much more likely anteriorly than posteriorly. 


These precautions represent important points in the technique 
of radium application and their omission may mean failure to 
prevent the occurrence of this most calamitous of all complications 
of carcinoma of the cervix. 
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Ir was thought important in the first place to examine the possi- 
bility of the entrance of semen into the uterine cavity during coitus. 
Should this be the case, it would probably mean that a chemical 
contraceptive, previously inserted into the vagina, would gain 
entrance at the same time as the ejaculation. It is believed by 
some, for instance, that active suction is exerted by the uterus 
during coitus (Heape’*), or even that semen is actively forced into 
the dilated external os. If the latter should be the case, it would 
be difficult to understand how any chemical contraceptive could be 
effective. 

The experiments in this connexion have been carried out on 
rabbits, rats, and dogs. 

We are indebted to the Birth Control Investigation Committee 
for financial assistance. 


INJECTION, PER VAGINAM, OF PIGMENT UNDER PRESSURE. 


Investigations were made as to whether injections per vaginam 
of hydrokollag'* could enter the uterus under pressure. Ingress 
would be presumably facilitated by the fact that the rabbits and rats 
were anzesthetized with ether and urethane, and the dogs wiih 
chloralose. The technique was very simple: the vaginal aperture 
was tightly held around the nozzle of a syringe during the. in- 
jection. 


* Hydrokollag is a very fine suspension of graphite; it was introduced 
by Drinker and Churchill'. It has the great advantage of not clumping 
as does ordinary Indian ink-—in the presence of albuminous fluids. 
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(a) Experiments on rabbils. The vagina was injected, 
sufficient pressure being ultimately used to balloon wt. Never has 
pigment been discovered above the external os. The latter, in 
fact, appears to act as a most efficient valve. This observation 
confirms a similar one made by Walton‘. 

(6) Experiments on rats. Injection of the vagina of small rats 
showed that a sudden and forcible injection might enter the uterus. 
A. slow injection, however, even when high pressure was eventu- 
ally attained, did not gain access to the uterus. 

(c) Experiments on dogs. As with rabbits, so with dogs: it 
was not possible to inject the uterus from the vagina. 


INJECTION OF PIGMENT BEFORE AND DURING Cortus. 

(a) Experiments on rabbils.. Walton* has been unable to obtain 
evidence of the entry into the uterus of suspensions of pigment 
placed in the vagina before coitus. Walton’s conclusions were 
fully confirmed with regard to the non-entrance of particulate 
matter placed in the vagina just before coitus. 

The following experiment is, however, thought more nearly to 
approach physiological normality :-—-Each vas deferens of a rabbit 
was drawn out through two small appropriately placed incisions. 
About 1 c.c. of hydrokollag No. 300 was injected into each vas 
deferens with aseptic precautions and ether anesthesia. “The small 
incisions were sewn up. Twenty-four hours later the buck was 
mated with a suitable female. In successful experiments the female 
was killed from one to six hours after coitus, and the uterus 
examined both with the naked eye and the microscope. Although 
there was an abundance of hydrokollag in the ejaculate, none was 
found in the uterus. 

(b) Experiments on dogs. An attempt to repeat the last- 
mentioned operation on dogs was unsuccessful owing to the refusal 
of the male to copulate. 

Recourse was therefore had in this species to the insertion of 
pigment into the vagina just prior to coitus. This procedure, 
however, was not entirely satisfactory because the bitch quickly 
evacuated a large proportion of the injected material before intro- 
mission by the male. 


Three experiments of this type, though not entirely satisfactory 


for the above reason, did not give any evidence of the penetration 
of the injected material above the external os uteri. 

A modification of this method was devised in order to ensure 
an adequate volume of the pigment suspension being retained at 
the moment of ejaculation. .\ small rubber catheter was passed 
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into the vagina, of a bitch on heat, as far as the external os. This 
was retained in place by suitably placed strips of adhesive tape. 
A syringe, containing 2 ¢.c. of hydrocollag, was attached to the 
catheter, which had also been previously filled with this substance 
so as to avoid the injection of air into the vagina. The bitch was 
held while copulation was in progress, and, at the moment of 
intromission, the charge of hydrokollag was injected. Thus an 
adequate quantity of pigment was present throughout the duration 
of coitus. Upon the latter ending the bitch was killed and the 
uterus suitably examined. Abundant ink was found in the vagina, 
but none in, or above, the external os. 

The problem was attacked in still another way, based on the 
following premises :— 

It has been shown that it is impossible to inject the uterus from 
the vagina under physiological conditions. If, therefore, the 
spermatozoa actively migrate into the uterus from semen deposited 
in the vagina, it should be possible to kill the spermatozoa by a 
suitable chemical after ejaculation and thus prevent conception. 

The following is a protocol of an experiment carried out along 
these lines on a fox-terrier bitch. 

1928. 

July 28th. Coitus. Animals separated after ten minutes. A 
melted quinine suppository (double strength) was immediately in- 
jected through a catheter per vaginam. 

July 29th. Another coitus of 15 minutes, followed by injection 
of quinine as above. 

July goth. Another coitus of 10 minutes, followed by another 
injection of quinine. 

Pregnancy did nol ensue. 

1929. 

Jan. 22nd, 23rd, and 24th. Again mated with the same dog, 
but no contraceptive interference. 

Delivery of five normal puppies on March 2oth. 

August roth. One coitus: no contraceptive measures. 

Delivery of four normal puppies on October 21st. 

1430. 


April 6th. Coitus lasting ten minutes, followed by the injection 
of one quinine suppository (double strength, quinine in gelatine). 

April 7th. Coitus lasting ten minutes; quinine treatment 
repeated. 

April 8th. Coitus and quinine as on April 7th. 

Delivery of one normal puppy on June 17th. 
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The following conclusion is drawn: - This experiment shows 
that it was possible in one case completely to inhibit conception, 
and, in the other observation, greatly to reduce the number 
of progeny in a bitch in which two normal pregnancies had been 
already shown to have occurred. 

The following reason would give a rational explanation for the 

partial failure of the procedure in the second instance: ~~ The ten 
minutes’ interval between ejaculation and the injection of the 
quinine was long enough to allow the ascension of sufficient 
spermatozoa to fertilize a single ovum. 
‘ The above experiment thus supports the contention that suction 
is not exerted by the uterus during coitus, but that spermatozoa 
actively make their way into the uterine cavity. It should be re- 
membered that Parker? does not share these views with regard to 
the entrance of the spermatozoa during coitus. His main argu- 
ment is based on the fact that he is able (in rabbits) to find 
spermatozoa above the external os uteri within three or four minutes 
after copulation. 

Though such an ascent is rapid it does not offer proof of the 
active participation of the external os and uterus. For it must be 
remembered that such a time interval would not preclude the 
ascension above the external os of some spermatozoa under their 
own motive power. 

It is likewise difficult to evaluate the experiments in which 
spermatozoa, suspended in an artificial fluid, were placed in the 
vagina of a lightly anesthetized rabbit. Here no spermatozoa were 
found above the external os in one hour. The motility of sperma- 
tozoa is not necessarily the same under these as under normal 
conditions, which makes the drawing of a reliable conclusion 
difficult. Moreover the time of ascent in unanesthetized rabbits 
under the same conditions is not given. 


CONCLUSIONS. 

1. It is impossible (except under certain conditions in the rat) 
to force material from the vagina into the uterus. 

2. Not any substances are either aspirated or injected from the 
vagina into the uterine cavity during coitus in rabbits. 

3. By somewhat indirect’ methods a stmilar conclusion — is 
reached for the dog, viz., that material in the vagina does not 
gain entrance to the uterus during coitus. 

4. It is therefore clear that, though the presence of spermatozoa 
in the uterus may be noted soon after coitus, such presence can 
only be ascribed to the intrinsic motility of the male germ cells. 
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3. It is admitted that these results are the outcome of experi- 
ments on two widely different species whose organs of generation 
differ somewhat from those of man. It must be conceded, how- 
ever, that these results should be applied to the human being 
until, or unless, quite unequivocal evidence to the contrary is pro- 
duced. 
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2._-Observations on the Effects of Common Contra- 
ceptives on the Vaginal and Uterine Mucosz. 


By H. M. Carleton 
The Department of Physiology and the Sir William Dunn School 
of Pathology, University of Oxford, 
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Howarp Florey 
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THERE does not appear to be any exact knowledge as to the 
possibility of pathological effects being caused by the consistent 
use of common chemical contraceptives. The problem has been 
attacked from two aspects : 

Firstly: The study of the effects produced by the injection of 
chemical contraceptives per vaginam. It is,‘of course, impractic- 
able experimentally to reproduce a routine extending over a 
number of vears. Recourse was, therefore, had to daily injections 
and relatively large doses. It should be noted that the effectiveness 
of dosage is dependent more on concentration than on absolute 
quantity. 

Secondly: To ascertain whether contraceptives can damage the 
uterine mucosa, There is evidence to show that there is no ingress 
of substances from the vagina into the uterus tn dogs and rabbits, 
even in experiments performed under physiological conditions. 
But it is possible that in certain pathological lesions of the cervix 
uteri in woman chemical contraceptives mieht gain access to the 
uterus. Until definite human evidence is) forthcoming from 
properly controlled investigations, ingress of a contraceptive 
during intercourse remains a possibility to be envisaged in the 
human female. 


INJECTION OF COMMON CHEMICAL CONTRACEPTIVES PER VAGINAM. 


For convenience sake the substances are given in alphabetical 
order. The technique used was as follows: Quinine or chinosol 
suppositories were warmed to body heat to melt them and placed 
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in Record syringes. Before making the injection the syringe was 
placed in warm water to liquify the quinine, gelatine or cocoa 
butter, and the injection was made through a short length of rubber 
catheter. The foam-producing contraceptives semori and speton 
were ground up before use, placed in a syringe, into which a little 
water was sucked, and injected effervescing. In the later experi- 
ments the catheter was passed sufficiently far to avoid injecting 
the bladder, an accident which is very prone to occur in rabbits 
unless this precaution is taken. In consideration of the results 
account has only been taken of the upper segment of the vagina 
which could not have suffered trauma. 

The subjects, first chosen on the grounds of economy and 
convenience, were rabbits. It soon became obvious, as the experi- 
ments progressed, that any results with this animal needed careful 
control by other species. Firstly, the vagina tn the rabbit is 
long, and considerable resistance is often offered to the catheter 
by muscular contraction. Secondly, the mucosa in the upper 
vaginal segment is columnar in type, in contrast with the stratified 
epithelium of the human being (see Figs. 1 and 2). There is also 
reason to believe that the vaginal epithelium of the rabbit is more 
delicate and more prone to trauma. A number of experiments 
was also made on cats; but here again the difficulty of introducing 
a catheter without resistance greatly increased the chances of 
damage to the vaginal mucosa, Another complication in the use 
of these animals was the necessity of anasthetizing them before 
every injection. Nor is the histological structure of the upper 
segment of the vagina similar to that of the human being. For 
the mucosa is transitional in type, bears crypts, and shows little 
or no tendency to form éleidin. Dogs were therefore finally chosen. 
These animals have the great advantage of a stratified squamous 
vaginal epithelium (Fig. 3) very similar to that of the human 
being. It is true that heat is present as a disturbing factor, but 
if the animals are killed in the dioestrous period this does not 
complicate the picture. Moreover, the cestrous changes themselves 
have been well described by Marshall and his collaborators, *: * 
Keller,’ Retterer,’ and others and, within limits, can be allowed 
for in interpreting the sections. 

In view of the delicacy of the vaginal mucosa in the rabbit a 
control experiment was undertaken in which the catheter was 
passed for 27 consecutive davs. No damage was noted either with 
the naked eve or the microscope. 

No account is given here of the chemical nature of the sub- 
stances tested, as this has been done already by Baker. 
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ANTIBION, 

A single experiment was performed with this substance on a 
bitch. Daily injections were made for 25 davs. Both the vagina 
and the uterus were normal on histological examination ; the latter 
was in the diaestrous condition, 


CHINOSOL, 


Four experiments were made with this compound. One rabbit 
received 32 injections daily. Lesions were not noted. Two cats 
were also treated with daily injections for seven and 12 days 
respectively. Damage was not noted in one; in the other each 
uterine horn contained a plug of leucocytes. In the section 
examined, however, endometritis was absent. As is shown 
in the previous paper, there is not any evidence to show that 
substances injected into the vagina can reach the uterus. Further- 
more, it has been found that the injection of chinosol directly into 
the uterus is not productive of damage. Therefore it is concluded 
that the presence of the white cells was unrelated to the chinosol. 

As a final experiment, a bitch was injected for 50 consecutive 
days. Both vagina and uterus were normal, and in the dicestrous 
condition. 


FINIL.* 


A single experiment was made with this substance on a bitch 
which received 67 daily injections. The vaginal mucosa showed 
some desquamation, but there was no leucocytie reaction, 


QUININE, 


This was used in the form of a well-known suppository of the 
tvpe described as double strength. Three rabbits received daily 
injections over a period varying from nine to 16 days. A vaginitis 
was noted in the lower segments in all. The external and internal 
os and uterus were normal. So also was the upper half of the 


vagina in one of these animals which was injected direct from the 
nozzle of the syringe. It is, however, impossible to rule out the 
influence of trauma in these results. 

Four cats were injected daily for periods varving from seven 
to 14 days. In three of them there were lesions of the lower vaginal 


*The tablets of this compound were very hard, and difficult to dissolve 
in water. Although the tubes were well sealed their contents appeared 
to have deteriorated, 
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segment, possibly due to the catheter. In two, interpretation was 
difficult owing to heat phenomena in the cervical ora and uterine 
horns. In one animal, in which neither the disturbing factor of 
heat nor the use of the catheter was present, the organs were 
normal. 

To clinch the matter two bitches received daily injections of 
quinine and gelatine for 28 and 84 days respectively. The vaginal 
epithelium was normal in both. The condition of the uterine 
epithelium was suggestive of the end of pseudo-pregnancy. 


QUININE AND UREA. 


Three rabbits received daily injections for 23 days. In all an 
intense vaginitis, extending even to the fornices, was found. 

This substance was also tested in three bitches, which received 
1g, 25, and 62 consecutive daily injections. The technique 
employed was to dissolve one tablet in 1.5 c.c. of normal saline, 
of which 1 c.c. was injected. The concentration of quinine and 
urea was thus presumably less than in the human being in whom 
a tablet is inserted undissolved. 

All three animals showed a well-marked vaginitis (see Figs 4 
and 5), extending in one case (62 days) to complete necrosis and 
sloughing of the mucosa. The uterine horns were normal in two 
cases, very dilated and filled with mucus in one. The vaginal 
lesions are probably unconnected with the condition of the uterus ; 
tie latter would seem more probably to be due to an obstruction 
in the region of the corpus. 


SEMORI, 


Three rabbits received daily injections over periods varying 
from 28 to 32 days. The vaginze were normal except in the lower 
segments which showed some desquamation, probably attribut- 
able to damage by the catheter. The uteri were all normal. 

One cat received 14 daily injections; it became ill and died. At 
the necropsy an acute peritonitis was found. The vagina and 
uterus, however, were normal, indicating that the peritonitis was 
unconnected with the injections. 

Two bitches received daily injections for 38 and 87 days 
respectively. In the former the vagina was normal; the endo- 
metrium showed some desquamation and there was extravasation 
of red-blood corpuscles into the uterine cavity. The condition 
was almost certainly that of pro-cestrous. Conclusions could not 


be drawn in the case of the second subject, as at the necropsy 
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several large fibromyomata were found in the vaginal wall. The 
passage had been occluded and the body of the uterus was cystic. 


SPETON. 


Three rabbits were injected daily over periods varying from 28 
to 34 days. In two of them the vagina was normal; in one there 
was some extravasation of red-blood corpuscles into the submucosa, 
this being probably due to trauma, The uterus in all cases was 
normal, 


SPETONEX. 


Observations were made on three rabbits which received daily 
injections over periods of 23 to 28 days. All showed an intense 
vaginitis accompanied by ulceration of the mucosa. The uteri were 
normal. 

One cat received seven daily injections. At the necropsy the 
vagina was filled with pus. There was also an endometritis. The 
latter may, of course, be unrelated to the injections, and hence no 
deductions can be made. 

To clinch the above experiments two dogs received daily 
injections for 89 and 94 consecutive days. In both the vagina and 
uterus were normal, the latter being in the dioestrous condition. 

It appears, then, that the delicate epithelium of the rabbit’s 
vagina is damaged by some substance contained in spetonex, while 
the stratified mucosa of the dog (similar to that of the human being) 
is unaffected. 


INJECTION OF COMMON CHEMICAL CONTRACEPTIVES INTO THE 
UTERINE CAVITY. 

For the reasons already stated experiments were done to 
ascertain whether the above substances could damage the uterine 
mucous membrane. 

Direct injection of the os uteri is impossible in most laboratory 
animals owing to the curvature and narrowness of the vagina. 
Another method of approach was therefore used. 

The uterine horns were exposed in cats and rabbits through a 
median laparotomy wound. The other abdominal viscera were 
packed off by gauze sponges wrung out in hot saline. It was then 
possible to inject one horn through a hypodermic needle with the 
contraceptive to be tested and the other with saline as a control. 
The sites of injection were marked by fine black silk sutures in the 
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sero-muscular layer of the uterus. The aim of this procedure was 
to ensure a lower segment of the uterus being microscopically 
examined, for some traumatic abrasion of the mucosa was to be 
expected at the point where it was touched by the needle. The 
abdomen was then closed in layers with full asepsis. 

In the course of the manipulations described it was noted that 
the exposed uterus and broad ligament became congested ; this was 
due partly to exposure, partly to unavoidable traction. It thus 
became necessary to find out the influence of the manipulation 
in order that the changes produced by it should not be attributed 
to the contraceptive injected. A simple operation was planned to 
test this matter. Both uterine horns were identified; one of them 
was then brought out of the abdomen, and both it and the broad 
ligament were gently massaged for two minutes by the gloved hand 
wetted with warm sterile saline. It was then replaced and the 
abdomen closed. On comparing the sections of both horns with 
the microscope no damage could be seen in the horn which had 
been subjected to massage as compared with the other horn which 
had lain untouched in the abdominal cavity. The conclusion was 
drawn that no harm could have been caused by the far more 
delicate manipulation during actual injection of the uterus with a 
contraceptive. 


CHINOSOL. 


Intra-uterine injections of this substance were-performed on four 
rabbits. The animals were killed 18 to 48 hours after operation. 
Changes were not found in the injected horns beyond some fat 
(detectable with Scharlach R) in the cavity of the horn injected 18 
hours before death. It is, therefore, obvious that the cocoa-butter 
medium in which this substance is made up is rapidly eliminated. 
It appears to be removed, at least in part, by the uterine lymphatics 
which are obviously distended in some of the sections, 

Two cats also received similar injections ; lesions were not noted. 


IORMOL. 


Baker’ has made the observation that formol is one of the most 
powerful spermaticides in vilro, being capable of immobilizing 
spermatozoa in as low a concentration as 1/64 per cent. He there- 
fore asked us to find out whether such concentrations were harmful 
to the vagina or uterus. Two experiments were performed on 
rabbits with formol of this concentration. In each case both the 
uterine horns were injected in each subject, but one was tied off 
low down in order to retain the formol. No damage was recorded, 
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A concentration of } per cent would appear to be on the border- 
line from the records of two experiments. There was some con- 
gestion and oedema of the uterine mucosa, and some leucocytic 
infiltration, Although the injection must have passed, at any rate 
partly, into the vagina, no changes were recorded here other than 
oedema of the corium. 

Formol in concentration of } per cent is already definitely harm- 
ful. Both the uterus and vagina suffer: their mucosze desquamate, 
leucocytes are present in large numbers in both lumen and corium, 
and the latter is markedly oedematous. The innocuity of formol 
of 1/64 per cent was demonstrated in another way. Two guinea- 
pigs of almost equal weight received four daily injections each of 
10 ¢.c. The mode of administration was intraperitoneal, one 
animal receiving formol of the above concentration in normal 
saline, and the other normal saline only. Five hours after the 
last injection both animals were killed. The one which had _ re- 
ceived the formol appeared to have very slightly more peritoneal 
fluid. The number of cells in the latter appeared to be the same, 
so far as it could be estimated by the rough method of examining 
films stained by Leishman’s method. The abdominal organs were 
normal. Spread-out pieces of mesentery after fixation and staining 
did not show any signs of inflammation, 


QUININE. 


This substance, in the shape of a well-known suppository termed 
double strength, was injected into the horns of four rabbits which 
were killed 18 to 72 hours after injection. Apart from distension 
of the uterine lymphatics in one animal no changes were noted. 

Experiments were also made on two cats which were killed two 
days after operation. One of these animals had injected into one 
horn the relatively enormous dose of 2 gms., i.e. almost a human 
vaginal dose. Lesions were not detected; the only change being 
the lymphatic engorgement which often appears to accompany the 
injection of fatty substances into the uterus. 


QUININE AND UREA, 


One tablet of this compound was dissolved in 2 c.c. of warm 
saline and injected into the left horn. An equal volume of saline 
was injected into the other horn. 

This animal looked ill and was still not feeding 24 hours after 
operation. When killed 48 hours after the injection the horn 
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injected with the quinine and urea was swollen and congested. 
Microscopical examination showed that the uterine mucosa on the 
anti-mesometrial side was necrotic and sloughed. There were 
debris and red-blood corpuscles in the lumen, but the response of 
the white cells was very small. The affected areas in the corium 
were oedematous. The horn injected with saline was perfectly 
normal. 

In another rabbit the left horn was injected with half the 
volume and at half the concentration employed in the first case. 
This animal was feeding 24 hours after operation. Microscopic 
examination showed the control horn to be normal, while that which 
received the quinine and urea exhibited some oedema of the corium. 

It would seem that the coricentration used in the second experi- 
ment was too small for a single dose to cause damage. The uterine 
lesions in the first animal are similar to those induced in the vagina 
when this organ is injected with this substance. 

The probable reason for the damage being on the anti-meso- 
metrial aspects of the mucosa is as follows: the uterine mucosa of 
the rabbit has deep longitudinal ruge. These animals rapidly 
recover from the anzesthetic and then their posture is such that the 
drug probably lies in the deep folds of the mucosa on the anti- 
mesometrial side (i.e. ventral). 


SEMORI, 


Two cats received injections of 0.03 and 0.06 gms. of this sub- 
stance dissolved in 0.5 and 0.75 c.c. of saline respectively. <A 
control horn was injected in each case with normal saline. Changes 
were not observed in either horn, 


SUMMARY. 


1. Repeated daily injections have been made per vaginam in 
rabbbits, cats and dogs. 

2. The following substances were tested :—Antibion, chinosol 
(in cocoa-butter), finil, quinine (double strength in cocoa-butter 
and gelatine), semori, speton, spetonex, quinine and urea, 


3. Of these, antibion, chinosol, quinine (in cocoa-butter and 
gelatine), semori and speton did not produce any observable lesions 
of the vaginal mucosa. Some shedding of the mucosa was noted 
subsequent to the injection of finil, but there was not any inflam- 
mation. Possibly the desquamation did not exceed physiological 
limits, 





Birth Control Studies 563 


4. Spetonex caused ulceration of the vaginal mucous membrane 
in rabbits, but did not have any effect on that of dogs. 

5. Quinine and urea regularly produced an intense vaginitis in 
both rabbits and dogs. 

6. The uterine horn was directly injected in rabbits with the 
following substances: chinosol, very dilute formalin, quinine, 
semori, quinine and urea. 

7. Chinosol, quinine (double strength in cocoa-butter), and 
semori were found not to have any effect on the normal endo- 
metrium of rabbits. 


8. Formol was likewise -harmless in concentrations up to just 
under $ per cent. ( 


g. Quinine and urea in certain concentrations produced necrosis 
and sloughing of the endometrium. 
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EXPLANATION OF PLATES. 


All the sections are magnified So diameters from untouched microphoto- 
graphs for which we have to thank Mr. Wm. Chesterman, 


Fic. 1. Section of upper segment of rabbit’s vagina, showing the colum- 
nar epithelium resting on a delicate connective tissue corium. 


Fic. 2. Section of human vagina. The epithelium is squamous and 
stratified in contrast with Fig. 1, while the corium is much denser. 


Fic. 3. Upper vaginal segment of bitch. The mucosa is of the stratified 
squamous type (as in the human being) but even thicker, The corium is 
composed of dense connective tissue. 


Fic. 4. Upper segment of vagina of bitch which had received per vagi- 
nam 25 consecutive injections of quinine and urea. There is necrosis (M), 
and sloughing (MS) of the mucosa (M); also some leucocytic infiltration 
of the corium (C). 


Fic. 5. Upper segment of vagina of a bitch which recéived per 
vaginam 62 consecutive injections of quinine and urea. Very intense 
vaginitis ; the mucosa (M) is completely necrotic and infiltrated by leuco- 
cytes. The corium (C) is also partly involved. In the lumen there is a 
plug of epithelial cells and debris (F). 


Fic. 6. Uterine horn of rabbit after an injection of one quinine and urea 
tablet dissolved in 2 c.c. of warm saline. Anti-mesometrial aspect (AM) 
of the mucosa, the latter largely necrotic and sloughed. The corium (C\ 
is oedematous and contains extravasations (E) of red-blood corpuscles. 
(M), mesometrial aspect of mucosa, practically undamaged. The probable 
reason for this is due to the very rapid recovery of rabbits from ether 
anesthesia. The solution injected into the uterus thus comes to lie in the 
deep folds of the anti-mesometrial mucosa as soon as the animal assumes a 
squatting posture. 
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The Nature of Functional Uterine Bleedings. 


By D. J. Cannon, B.A., M.B., B.Ch., M.A.O., N.U.I. 


Late Extern. Assistant, Coombe Hospital, Dublin; Examiner in 
Midwifery and Gynecology, N.U.I. 


Ir is unnecessary to urge that a study of the abnormalities of the 
menstrual cycle must be based on a knowledge of the physiology 
of normal menstruation. The object of my paper, therefore, is to 
analyse the nature and present a logical classification of functional 
uterine bleedings in the light of the most recent physiology of 
menstruation. 

By functional bleedings I mean severe bleedings due to dis- 
turbances in the factors intrinsic to the menstrual process itself. 
They are to be distinguished, therefore, from those bleedings which 
have an exclusively uterine pathology produced by gross anato- 
mical lesions. 

In many cases of functional uterine disturbances there is no 
demonstrable lesion of the generative organs, so that it is 
legimate to speak of such cases as functional. These cases are seen 
in their purest form and can be studied without the necessity of 
having to assess the influence of an associated anatomical lesion ; 
other cases, however, may be associated with anatomical lesions 
and, for all we know, they may be causally related to such. 
However, as I purpose in this paper to study the nature, not the 
etiology, of such bleedings, in other words, as the problems for 
consideration are noetic, not genetic, | do not think that the most 
meticulous can object to the title of my paper. 


FUNCTIONAL UTERINE BLEEDINGS DUE TO OVARIAN DYSFUNCTION. 

(a) Metropathia hemorrhagica, as it was originally called by 
Schroeder, is, perhaps, the most interesting of these functional 
disturbances. In a general way, it may be stated that it may occur 
at any period of the reproductive cvcle. The majority of cases, 
however, occur around the menopause. The patient, as a rule, 
complains of continuous vaginal bleeding, perhaps for a month, 
perhaps two months, sometimes longer. The continuous bleed- 
ing is usually preceded by amenorrhoea, which varies between six 
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and ten to twelve weeks. This type of bleeding has been called 
metrostaxis, because it appears to be independent of the menstrual 
cycle. In a certain number of cases the patient complains of 
menorrhagia, i.e. severe bleeding during menstruation without 
any disturbance of the menstrual rhythm. Menorrhagia may 
precede metrostaxis for many months. In all cases the histological 
appearance of the uterine mucosa is distinctive. There is hyper- 
plasia of both epithelial and stromal elements. The glands lack 
the uniformity so characteristic of the endometrium in any of its 
menstrual phases. The endometrium, in short, represents an 
exaggerated picture of the so-called interval phase. Schroeder 
was the first to describe the pathology of the ovaries. There is 
invariably fibro-cystic disease of either one or both ovaries. There 
may be one or two or even three cysts. According to Wilfred 
Shaw’ there is evidence of diminished follicular activity. 

The most characteristic feature is the absence of a corpus 
luteum. In some cases, however, a corpus luteum is present, but 
it is always immature. It is oniy in such cases that menorrhagia, 
not metrostaxis, is the characteristic symptom. It is also interest- 
ing that in such cases, in addition to hyperplasia, there are cyclic 
changes corresponding to the age of the corpus luteum. We are 
indebted to Wilfred Shaw! for this interesting observation. It is 
obvious that the severe bleeding is due to the vascular hyperplasia. 
What, however, is the cause of the hyperplasia? According to 
Wilfred Shaw’ the hyperplasia is a primary condition, the ztiology 
of which is obscure, and the ovarian changes are secondary to a 
hormone manufactured by the hyperplastic endometrium. As | 
have elaborated on Shaw’s view in a previous paper,” I shall 
criticize it here in a summarizing fashion. 

(1) The condition of hyperplasia occurs only during the re- 
productive period, at a time when the ovaries are most active. It 
is true that cases of metropathia hemorrhagica have occurred after 
the menopause. In all such cases, however, there is evidence of a 
revival of ovarian activity due to the presence of ovarian cysts. 
Such exceptions, therefore, prove the rule. 

(2) The removal of the ovarian cysts in such cases not only 
controls bleeding but disintegrates the hyperplasia. 

(3) Under the influence of a castration dose of X-rays, not 
only is the bleeding completely suppressed, but the hyperplasia 
melts away. These two experiments prove that the hyperplasia 
is secondary to ovarian influence and not otherwise. 

In a previous paper I took the view that the ovarian hormone 
responsible for endometrial hyperplasia was promoted by the 
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irritative effect of the follicular cyst or cysts upon the stroma of the 
ovary. In the light of a more intensive study of the sexual cycle 
in the lower animals, I have discarded this theory in favour of the 
view that the typical case of metropathia hemorrhagica is nothing 
more nor less than a reversion to the type of sexual activity 
characteristic of such animals as the rabbit and the ferret, both of 
which remain on cestrus throughout the breeding season in the 
absence of copulation. 

When we compare the ovarian and uterine changes of the rabbit 
and the ferret, in the absence of copulation, with those of the 
human in the typical case of metropathia hemorrhagica, there is 
a remarkable similarity. In both cases there is a fibro-cystic 
condition of the ovaries; in both there is evidence of prolonged 
activity of the oestrus-producing hormone, which in the human 
may last a month, two months, sometimes longer. In the ferret 
and the rabbit the prolonged cestrus passes insensibly into 
anoestrus. The unruptured follicle becomes degenerate and bleed- 
ing occurs into the cavity. In the human, too, the withdrawal of 
hormonic support is indicated by degenerative changes in the un- 
ruptured follicle and the appearance of uterine bleeding. 

That there is prolonged activity of the cestrus-producing 
hormone in the rabbit and ferret in the absence of copulation there 
can be no doubt, for the animals are in a continuous state of heat ; 
besides, the continuous oestrus reaction can be proven by the 
vaginal smear technique. What proof have we that in the typical 
case of metropathia hemorrhagia there is prolonged cestrus 
activity during the phase of amenorrhcea ? 

(a) If we take the view that the interval phase of normal men- 
struation is due to the action of the cestrus-producing hormone, 
then we must infer that endometrial hyperplasia, which represents 
an exaggerated picture of the interval phase, is due to the prolonged 
activity of the cestrus-producing hormone. 

(b) Frank has definitely proven an excess of cestrin in the 
blood of human beings during the amenorrheeic phase of metro- 
pathia hemorrhagica. 

In the rabbit and the ferret the prolonged activity of the cestrus- 
producing hormone is due to the absence of a corpus luteum. In 
the same way, the unrestricted action of the cestrus-producing hor- 
mone in cases of metropathia hemorrhagica ts due to the absence 
of a corpus luteum or the presence of an immature or functionally 
inert corpus luteum. In short, the severe bleedings are due to 
ovarian dysfunction. 

Metropathia hamorrhagica is not quite a happy expression for 
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the type of menstrual disturbance that I have just described. It 
strongly suggests that the uterus itself is the fons et origo of the 
menstrual disturbance. Instead, the endometrial hyperplasia is 
an expression of influences outside the uterus. Besides, there are 
a few cases on record with fibro-cystic disease and hyperplasia, yet, 
instead of severe bleeding, either of the menorrhagic or metrostatic 
type, there is amenorrhoea throughout. It is certainly an abuse 
of language to call such cases those of metropathia hemorrhagica ; 
we must, however, give the condition a name in order to dis- 
tinguish it from the next type of functional uterine bleeding, due 
also to ovarian dysfunction. 

(b) This second type of functional bleeding is associated with 
epimenorrhagia, which means not only increased loss of blood but 
also a shortening of the menstrual rhythm. 

This symptom is correlated with premature rupture of the 
follicle and, according to the researches of Wilfred Shaw,’ pre- 
mature degeneration of the corpus luteum. 

Unlike the cases of metropathia hamorrhagica, there appears 
to be an increase in the number of cystic follicles. The cystic 
follicles, however, do not attain the size or dignity of follicular cysts. 
In some cases of epimenorrhagia, investigated by Graves,’ there 
appeared to be an absence of the corpus luteum. If Graves’s find- 
ings are confirmed, then we shall have to agree that the menstrual 
rhythm does not depend upon the presence of the corpus luteum, 
for in cases of epimenorrhagia the menstrual rhythm, though 
shortened, is maintained. In all such cases investigated by Shaw 
the corpus luteum was present. In fact, in a few cases there was 
more than one corpus luteum. However, as there was premature 
degeneration of the corpus luteum in all cases investigated by 
Shaw, we must regard the corpus luteum as defective and immature. 

Hyperplasia is also a feature of such cases, but is not so 
constant as in cases of metropathia hemorrhagica. In many of 
Shaw’s cases a succulent, rather than a hyperplastic, endometrium 
was the characteristic feature of the interval phase. The severe 
bleeding is due to the condition of the endometrium, which is 
apparently due to the unbalanced action of the oestrus-producing 
hormone; in other words, to ovarian dysfunction. 

In these two interesting types of uterine bleeding, what is the 
cause of ovarian dysfunction? Why is the corpus luteum either 
absent or defective? In the case of the rabbit and ferret suffering 
from prolonged oestrus or nymphomania, the absence of ovulation 


is due to the absence of copulation. Is ovarian dysfunction in 
the human caused by pituitary dysfunction? On the basis of a 
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pituitary dysfunction how do we account for the difference in 
symptomatology and ovarian pathology in these two types of 
functional uterine bleedings? These are etiological questions 
which we cannot stop to consider in this paper. It seems to me that 
they cannot be satisfactorily answered by a priori reasoning or any 
deductions from our present knowledge of menstrual physiology. 
For all we know, the defective ovulation may be due to conditions 
outside the pituitary body. I hope to discuss in another communi- 
cation these interesting points; for they are not only of great 
theoretical interest but also of great practical interest. 

The first type of functional bleeding, to which an unhappy 
name has been given, has been separated from the second type to 
which no name so far has been given. Wilfred Shaw calls this 
second type hyperovarian, to distinguish it from the first type 
which he calls hypo-ovarian. Personally, I have no objection to 
these two terms provided they are not taken in an absolute sense. 
Instead of the terms, hypo-ovarian, and hvyperovarian, I prefer 
the terms hypo-follicular and hyper-follicular. 

At this stage of our knowledge [ think it well that they should 
be kept separate. In spite of their differences, however, thev 
have many points of contact, and perhaps one day, as our know- 
ledge of their ztiology advances, they may be brought together 
under a wider synthesis. 


Il. 


MENORRHAGIA SIMPLEX. 

In Shaw’s analysis of functional bleedings there were 17 per 
cent that failed to fit into the category of bleedings due to ovarian 
dysfunction. In the light of our present knowledge Shaw con- 
siders these cases unexplainable and, therefore, gives them no 
further consideration. Now, in every analysis of functional 
bleedings that has ever been made, there are always about 15 to 
20 per cent of cases that are misfits, so far as bleedings due to 
ovarian dysfunction are concerned. 

Menorrhagia is the characteristic symptom in all these cases. 
In some the bleeding is very severe. Patients often express the 
amount of blood as if “running away from a tap.’’ The uterus 
in many such cases appears normal upon examination, or, at most, 
a little hard and firm. There is no evidence of hyperplasia. The 
term uterine insufficiency has been given to these cases on account 
of the severity of the bleeding. 

Not many years ago all cases of severe bleeding not 
due to conditions following labour or abortion or to gross 
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pathological lesions were ascribed either to chronic endometritis 
or chronic metritis (fibrosis uteri). In the light of recent research 
we know that endometritis is relatively rare. Many conditions 
previously classified as chronic endometritis were really cases of 
hyperplasia. Chronic endometritis may be the cause of uterine 
discharge. There is no proof, however, that it is the cause of 
pathological bleeding. 


WHITEHOUSE’S VIEW. 

Whitehouse* seems to regard atrophy of the endometrial stroma 
as the anatomical basis of the type of uterine bleeding that we are 
now considering. 

In order to appreciate Whitehouse’s view we shall have to 
understand his theory in regard to menstrual blood. 

Whitehouse has proven that an intra-uterine menstrual clot is 
found in the human as in other types of mammals. Solution of 
this clot, or menstrual blood, is brought about by the trypsin- 
containing mucus of the endometrial glands. According to 
Whitehouse, the intra-uterine menstrual clot is facilitated by the 
thrombo-kinetic power of the endometrial stroma. ‘‘Under normal 
conditions,’’ says Whitehouse, “hemorrhage from the menstru- 
ating endometrium is a slow ooze, and there is ample time for the 
blood to be brought into relation with the stroma cells which 
contain the thrombo-kinetic elements. When, however, there is 
atrophy of the stroma, the thrombo-kinese is absent and very 
profuse bleeding occurs.”’ 

Whitehouse’s view, based upon theoretical consideration, has 
a certain amount of experimental and clinical support. It is well 
known how rapidly blood clots when mixed with curetted frag- 
ments of endometrium. Now it cannot be the endometrial glands 
that are responsible for the clotting. On the contrary, the glands 
contain the trypsin-containing mucus which dissolves the clots. 
The clotting is, therefore, due to a substance (thrombokinese) 
manufactured by the stroma. 

Whitehouse has noticed that, in many cases of menorrhagia 
unassociated with gross anatomical lesions there is endometrial 
atrophy : for the curette appears to come down almost immediately 
upon a hard, dense uterine wall. 

That, to me, is not a convincing proof of endometrial atrophy. 
The tissue should be microscopically examined by a competent 
pathologist and it is for him, not for the clinician, to say whether 
or not there is definite atrophy of the endometrial stroma. Again, 
there are many cases of menorrhagia in which the pathologist has 
reported normal endometrium. 
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In a case of mine in which I had removed the uterus on account 
of pelvic infection there was definite atrophy of the endometrium, 
yet there was no pathological bleeding. On the contrary, there was 
diminished bleeding. It is true that in this case a Fallopian tube 
and ovary had been removed a year previously. 

Whitehouse would justly say that atrophy of the stroma only 
causes severe bleeding provided the hormonic influence of the 
ovary is normal. In the case, however, of atrophy of the endo- 
metrium, is the hormonic influence operative at all? Is not 
endometrial activity an index of the hormonic activity of the ovary ? 
In all our experiments upon the lower animals the cestrus-produc- 
ing hormone always expresses itself somatically in endometrial 
change. In the human we regard hyperplasia as due to excess of 
cestrin, and, on the contrary, menopausal atrophy as due to a 
suspension of the ovarian activity. Whitehouse, in proof of his 
theory, points to the pathological bleeding that occasionally 
occurs after the menopause, at a time, therefore, when there is 
definite endometrial atrophy. Definite cases of post-menopausal 
bleeding do occur owing to revival of ovarian activity on account of 
the presence of ovarian cysts. In all the cases investigated, 
however, instead of atrophy of the endometrium, which one would 
naturally expect, there was, instead, definite hyperplasia. These 
cases are, in other words, those of metropathia hamorrhagica. 

The only class of case in which one could conceive atrophy of 
the endometrium associated with a normal hormonic stimulus, 
would be a case in which local sepsis had prevented the normal 
development of the endometrium under the influence of the cestrus- 
producing hormone. Now endometritis is a relatively rare con- 
dition. If, therefore, my criticism is sound, atrophy of the 
endometrium is rarely the cause of the type of bleeding we are now 
considering. 

Under fire of modern gynecological criticism, protagonists of 
the uterus as the cause of all types of so-called functional bleeding 
have been driven from one position to another until at last they 
have entrenched themselves behind the myometrium itself as their 
last line of defence. I hasten to correct the impression that White- 
house is included among such protagonists. No gynecologist 
has done more to make us look beyond the uterus for an explana- 
tion of the types of bleeding that we have been considering. ‘‘The 
uterus,’’ he says® “is to be regarded as the mirror of abnormal 
ovarian activity. In the past, I am afraid, it has suffered many 
assaults for being in bad company.’ Whitehouse’s theory of 
endometrial atrophy is intended to account only for the special 
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type of bleeding that we are now considering and which does not 
appear to be due to abnormal ovarian activity, i.e. profuse bleeding 
unassociated with either ovarian or endometrial changes, the 
severity of which appears to point to some abnormality of the uterus 
as its cause. 


FIBROSIS UTERI. 

Chronic metritis or fibrosis uteri is an essentially British 
conception. Owing to the histological researches of Fletcher 
Shaw,° its pathology has been completely rewritten and is one 
of the most interesting chapters in gynecological pathology. 

On the basis of these investigations, cases of so-called fibrosis 
uteri are divided into definite groups containing definite patho- 
logical entities. Shaw has shown, by staining sections of the 
uterine wall with Van Gieson’s and Weigert’s stain, that much of 
the so-called fibrous tissue in such cases is really elastic in nature, 
and that the great proportion of all these cases is composed of 
examples of subinvolution of the uterus and the direct result of 
pregnancy. 

Following Fletcher Shaw’s classification it is necessary to divide 
the cases into two groups :— 

(a) Cases of subinvolution of the uterus. 

(b) Cases of fibrosis due to old inflammation of the uterus, and 
true examples of chronic metritis. 

The hemorrhage in cases of fibrosis uteri is, according to the 
British school, due to loss of contractibility of the myometrium 
owing to its replacement by elastic or fibrous tissue. 

Fibrosis uteri as the cause of pathological uterine bleeding is, 
as I have already stated, a British poini of view. It is a view which 
has been received with rather scant courtesy by the American 
gynecologists, and the German school frankly disagrees with it. 
Schickele and Killer,’ in an article entitled “‘On so-called Chronic 
Metritis,’? summarize the German point of view. 

These investigators undertook to verify the theory that bleedings 
from cases of so called uterine insufficiency are due to an abnormal 
disproportion between the connective tissue and the muscle fibres 
of the uterine wall. In a very laborious piece of work they took 
sections from the myometrium of a considerable number of 
extirpated uteri. The sections were stained by the Van Gieson 
method. This examination led them to conclude that uterine 
bleedings had nothing to do with the amount of connective tissue 
in the myometrium. ‘It is certain’? they said ‘that hyperplasia 
of the connective tissue does not necessarily produce abnormal 
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bleeding. If there was any such connexion between the two, we 
should have abnormal bleeding in every case of connective tissue 
hyperplasia, and the greater the hyperplasia the more intense 
would be the bleeding. This is not the case. Those cases in 
which uterine bleedings occur, in spite of a normal amount of con- 
nective tissue and, therefore, well developed musculature, make it 
still clear that the real underlying factor is something different and 
more significant. Everything forces us to the conclusien that the 
underlying factor must be sought elsewhere than in the anatomical 
changes of the uterus.’’ 

In a recent article by Wilfred Shaw! the author has broken 
away from the English tradition and has given his support to the 
view expressed by Schickele and Killer. 

Space will not permit even a summary of Shaw’s interesting 
histological and clinical investigations. It will suffice to say that 
his investigations have proven that the dividing line between 
normal subinvolution, accompanied by normal menstruation, and 
pathological subinvolution or fibrosis uteri (Fletcher Shaw) is so 
thin that it is impossible to believe that such explosive symptoms 
as those associated with uterine insufficiency can happen so soon 
as the line is crossed. 

As an explanation of severe menorrhagia, fibrosis uteri provides 
an extremely neat anatomical theory. For that reason I am, 
personally, loth to part with it; to-day, however, I regard the 
theory as a pious opinion rather than a dogma. I have a feeling, 
however, that many cases of menorrhagia that were ascribed to 
fibrosis uteri as the cause may have been examples of metropathia 
hemorrhagica in which menorrhagia, not metrostaxis, was the 
dominant symptom; for in the histological report of extirpated uteri 
from such cases, hyperplasia of the endometrium was associated 
with so-called fibrosis uteri. 


OTHER EXPLANATIONS OF MENORRHAGIA SIMPLEX. 

The German gynecologists take the view that some cases of 
menorrhagia simplex are due to a rapid disintegration of the 
corpus luteum. Such a process, instead of the gradual disintegra- 
tion which occurs in normal menstruation, would certainly provide 
an explanation of severe bleedings. What proof, however, is there 


of the value of such a theory?) The corpus luteum, they sav, is 
relatively weak or immature, in proof of which they point to the 


histological fact that (a) in such cases, instead of the pre-menstrual 
mucosa being hyperemic and succulent, it is relatively anemic : 
(b) small stimulating doses of X-rays to the ovary, which would 
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have the effect of producing a “‘strong’’ corpus luteum, appear to 
cure the condition. 


These arguments rest upon the traditional view that the special 
hormone of the corpus luteum is responsible not only for the 
menstrual decidua, but also for the oedema and hyperzemia of the 
premenstrual mucosa. If, however, we accept the view of menstru- 
ation which I outlined in a previous article,* viz. that the pre- 
menstrual phase represents pro-cestrus and pseudo-pregnancy 
telescoped, as it were, into one, we must infer that the menstrual 
decidua is the product of the special hormone of the corpus luteum 
and is an index, so to speak, of the vitality of the corpus luteum. 
On the other hand, the hyperzemia and succulency of the pre- 
menstrual phase is the product of the cestrus-producing hormone 
which, although it may be contained in, is not manufactured by, 
the corpus luteum, and is not, therefore, to be regarded as an index 
of the strength and vitality of the corpus luteum. 


Granting, however, for the sake of argument, the German 
assumption, although a corpus luteum may degenerate earlier than 
normal, there is no proof that it degenerates more rapidly than 
normal, 


The relative anemia of the premenstrual mucosa in certain cases 
of uterine insufficiency is, no doubt, an indication that in such 
cases there is a diminution of the cestrus-producing hormone 
during the premenstrual phase. This histological proof has been 
supported by the experiments of Frank, who claims to have 
demonstrated, in such cases, a diminished amount of oestrin in 
the blood immediately before menstruation. Can we establish a 
causal relationship between insufficiency of cestrin and uterine 
insufficiency ? In hyperzemic conditions of the ovary we know that 
the life of the corpus luteum may be unduly prolonged. In certain 
cases of pelvic infection in which there is a ‘‘missed’’ period the 
symptoms and signs so closely resemble ectopic gestation as to be 
practically indistinguishable from it. If hyperzemia of the ovary 
may delay the normal involution of the corpus luteum, one would 
expect that the relative anzemia of the ovary would hasten its disin- 
tegration. 

The oestrus-producing hormone, we know, not only causes 
uterine hyperzemia, but, to a certain extent, hyperzemia of all the 
organs, including the ovary itself. That is the only way in which 
we can explain vicarious menstruation. If the blood supply to 
the ovary, therefore, during the premenstrual phase is insufficient 
on account of diminished oestrus activity, then we may expect a 
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rapid disintegration of the corpus luteum, which will account for 
the severe bleeding. 


CONSTITUTIONAL CAUSES OF MENORRHAGIA SIMPLEX. 

In a series of seven cases of very severe bleeding investigated 
by Albert Showman’ certain definite changes occurred in the blood 
which were apparently responsible for the bleeding. 

One was a case of mild chlorosis, another a case of aplastic 
pernicious anemia, and another a case of thrombopenic purpura 
heemorrhagica. 

Meigs"® also had under his care a few cases of profuse bleedings 
due to a typical purpura hemorrhagica. The mechanism of 
bleeding in these cases is not quite clear. It probably depends 
upon disordered calcium metabolism. 


MENORRHAGIA SIMPLEX DUE TO DERANGEMENT OF THE THYROID 
GLAND. 

Although hyperthyroidism, especially in its extreme form, may 
‘ause amenorrhoea, we know that it is more frequently associated 
with menorrhagia. It is probable that the hyperemic effect of 
the oestrus-producing hormone is augmented by the activity of the 
thyroid gland during the premenstrual phase. Should this activity 
be increased beyond the normal there will be menorrhagia. 
Should the activity be more pronounced, as in cases of exophthal- 
mic goitre, there may be a preponderance of the beta-hormone over 
the alpha-hormone of the pituitary gland, with consequent sup- 
pression of ovulation and production of amenorrhoea,. 

We are aware that although hypothyroidism may be the cause 
of scanty menstruation, it is, as we should naturally expect, some- 
times associated with menorrhagia. In such cases T should think 
that the ovary manufactures an excessive amount of the cestrus- 

‘producing hormone to make up for the deficiency of thyroid 
secretion, 

In the investigation, therefore, of a case of menorrhagia 
unassociated with gross pathological lesions, whether the patient 
has borne children or not, it seems that basal metabolism estima- 
tion should be carried out as well as a cytological examination of 
the blood, and, if opportunities are available, an examination of 
the blood during the premenstrual phase for the determination of 
the amount of cestrin according to Frank's technique. The latter 
it seems to me, may be an invaluable aid both to diagnosis and 
treatment. Should we still be in the dark in regard to the explana- 
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tion of the bleeding, the patient should be subjected to dilatation 
and curettage. To our surprise we may find a fibroid or mucous 
polypus of the endometrium, or perhaps hyperplasia. In passing, 
I might say that there are some gynecologists who take the view 
that it is sometimes impossible for the pathologist to distinguish 
between hyperplasia and adeno-carcinoma of the body of the uterus, 
and that such cases should be treated by hysterectomy. The pathol- 
ogist who is unable to distinguish between such conditions is not 
a gynecological pathologist.. If all cases of uterine insufficiency 
are investigated along the lines I have suggested, I am sure that 
the hypothesis of fibrosis uteri will be regarded in the future as a 
luxury rather than a necessity. It is scarcely necessary to say 
that cases of either epimenorrhagia or acyclic bleeding need no 
further investigation, for their very symptoms point to defective 
ovulation, or ovarian dysfunction, as their underlying cause. 

Functional uterine bleedings are among the most difficult, yet 
fascinating, problems in gynecology. Bleedings due to gross 
pathological conditions like submucous fibroids, carcinoma, and 
conditions following labour or abortion, although they may 
provoke differences of opinion in regard to the best form of 
treatment, present, however, no speculative problem, for the 
mechanism of bleeding is quite easy to understand. 

Functional uterine bleedings have considerably enlarged the 
gyneecologist’s interests and emancipated him from the narrow 
prison that confined him, say, ten or twelve years ago. Our views 
in regard to the nature of such bleedings are, of course, tentative ; 
nor can we hope to obtain finality: for do they not represent the 


growing edge of our speciality ? No sooner is one mystery cleared 
up than another appears on the horizon, 


The knowledge we have so far attained in regard to the nature 
of functional uterine bleedings depends, to a large extent, upon 
our views in regard to human menstruation. Much as we are 
indebted to the experimental physiologist for the amount of light 
he has thrown upon the sexual cycle in the lower animals, it 
cannot be denied that the interpretation of the human menstrual 
cycle and its abnormalities, in the light of the sexual cycle in the 
lower animals, is mainly the work of the clinician and the his- 
tologist. 

What are the practical results of this joint intellectual labour ? 
“If there is not anything to show, what is the good of it all 2”’ asks 
the practical man. ‘‘Why all this sharpening of the knife, if there 
is nothing to cut?’ It seems to me that the so-called practical man 
is the one ungrateful member of the communism of science. He 
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takes little part in cultivating the seeds of scientific knowledge, 
garnering the harvest or preparing the raw material. You will 
always find him, however, waiting at the door for the baker’s boy 
to deliver the loaves. It is true that he is as much entitled as any 
other member to the fruits of scientific labour, for there are no 
monopolies in the communism of science. At the same time, he 
should not be quite so impatient if the loaves are not always forth- 
coming, or if they are delivered in a manner that does not always 
suit his personal convenience. 


I hope, in another communication, to discuss the practical 
problems of the etiology and treatment of functional uterine 
disturbances. 
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An Investigation into the part played by Maternal Syphilis 
in the Causation of Foetal and Infant Death and 
the Effects of Antenatal Treatment. 


By KE. J. Pye-Swirn, M.A., M.B., B.Chir. (Cantab.). 


(From the records of the Maternity Department of Guy’s Hospital.) 


INTRODUCTION, 


THis paper has two primary aims: first, to demonstrate the 
important part played by maternal syphilis in causing both foetal 
and infant death; secondly, to show that antenatal treatment is 
of great value in lowering the mortality rate of the foetus and 
newborn infant. In addition to these primary aims, various less 
important points connected with the subject of maternal syphilis 
are discussed. 

The cases with which this investigation deals were collected 
from the records of women who have attended at the Salomons 
Antenatal Centre, which is attached to Guy's Hospital. The 
district which is served by the Salomons Centre is one of about 
two square miles in Bermondsey and Southwark. .\| few women 
who do not live in this district attend the Centre; but, except when 
they are admitted to the obstetric ward of the hospital, they are 
not attended by the hospital during their confinement. In this 
investigation no woman living outside the district has been con- 
sidered. The number of women who have attended the Salomons 
Centre since it was opened in 1920 is just Over 9,goo. 

On attending for the first time, details of any previous preg- 
nancies are taken, with notes on any abnormalities that are known. 
Each subsequent pregnancy is recorded in the Salomons Centre 
report in detail when the woman has been attended by the hospital 
during her confinement. Some women, after attending for ante- 
natal supervision, have been attended during their confinement by 
a doctor not attached to the hospital, or have entered some other 
hospital for their confinement. In these cases, when attending 
during a subsequent pregnancy, details of the previous confinement 
are entered in the report: in the event of no subsequent attendance 
details are not available. 
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Since 1920 the Maternity Department of the hospital has 
attended over 17,850 confinements at the houses of women in the 
district: in addition, approximately 1,600 women have been 
confined in the obStetric ward. Thus there are full details of about 
19,450 deliveries, As the majority of these women attending in 
the early years, and a considerable proportion of those attending 
in recent years, have been multipara,, there are further short records 
of deliverigs prior to 1920 or to their first attendance: there are 
probably at least 30,000 such records. Thus there are details, 
either in short or in full, of about 50,000 deliveries. 

Abortions are not as a general rule attended by the Maternity 
Department of the hospital. A few septic and incomplete abortions 
are admitted to the appropriate ward. Details of all abortions are, 
however, entered in the Report. 

It will be seen that this investigation deals with a large number 
of unselected pregnant women of the ‘hospital class’’; and the 
findings should give a fair estimate of the part played by maternal 
syphilis among this class. 


SUMMARY OF THE LITERATURE, 

During the last fifteen years a large amount of reliable work has 
been done on the relation of syphilis to obstetric practice. 

Cruikshank', in 1924, reviewed the more important investiga- 
tions into the reliability of the Wassermann reaction in pregnant 
women. He quotes Fildes and Parnell (1919), who cast doubt on 
its accuracy; and Turnbull (1920), who concluded that on the 
whole it was very reliable. Since that time the works of McCord’, 
Boas, Gammeltoft and Lieckie (quoted by Dodds* and Holland*) 
have served to strengthen the position claimed for the Wassermann 
reaction as a satisfactory test for syphilis during pregnancy. It 
is now generally accepted that both a positive and a negative 
reaction are very reliable evidence of the presence or absence of 
syphilis during pregnancy. 

Much diversity of opinion exists as to the proportion of the 
population that is infected with syphilis. The incidence among 
pregnant women has been stated to vary between 11.5 per cent 
(Ottenburg, quoted by Cruikshank’) and 3.6 per cent (Connell :ind 
Stillians’?). The figures of other investigators lie between these 
limits. A comparative table of the more important of these has been 
compiled by Cruikshank.! Since Cruikshank's review in) 1924, 
Dodds* has published a series of 2,000 cases in which the incidence 


of syphilis during pregnancy has been investigated, and she has 
also reviewed another large series by Boas, Gammeltoft and Lieckie. 
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A large amount has been written on the subject of untreated 
maternal syphilis as a cause of foetal and infant death. Among the 
more important contributions may be mentioned those of Adair,° 
Routh,’ Browne,*® Cruikshank,’ Lane-Roberts,7” Eden and Hol- 
land,'’ Whitridge Williams,'* and Lees.’’ All these writers are 
in general agreement: but there is some variance of opinion over 
the question of maternal syphilis as a cause of early abortion. 
It is now generally believed that syphilis in the mother is a very 
common cause of foetal death in the later months of pregnancy, is 
a cause of premature labour and is responsible for a very large 
percentage of infant deaths. 

The value of treatment of maternal syphilis during pregnancy 
is now universally accepted and there is ample evidence to justify 
this conclusion : MeCord,'? Marshall,'? Lees,** Malan,'® Findlay ,'’ 
and Adams'* have all published series showing the excellent results 
that follow treatment of the syphilitic mother during pregnancy. 


THE INCIDENCE OF SYPHILIS IN PREGNANT WOMEN. 

It is not possible to give any definite figures showing th: 
incidence in the series of women under consideration. The reason 
for this is that a Wassermann reaction is not done as a routine or 
every woman who attends the Salomons Centre. It is done only 
when there is reason to suspect syphilis. The indications for which 
a Wassermann reaction has been considered necessary are :— 

1. Clinical evidence in the mother suggestive of syphilis. 

2. Clinical evidence in her children suggestive ot syphilis. 

3. -\ history of paternal syphilis. 

4. Previous abortion, stillbirth, or infant death. 


When one of these indications is present a Wassermann reaction 
is almost invariably done. .\ doubtful reaction is always followed 
by a further test, usually after a provocative dose of novarseno- 
billon. 

It is estimated that there are about 100 women who have attended 
the Centre although either not pregnant or living outside the 
district: there remain, therefore, approximately g,800 women who 
have been pregnant at least once, living in the Guy's Hospital 
Maternity District, whose records have been investigated, 


The following figures were obtained :— 


Women first found at the Centre to have a positive 
\Wassermann reaction 


Women previously known to have a_ positive 
Wassermann reaction 
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It is seen that 119 women out of approximately 9,800 have been 

found to have a positive Wassermann reaction. The incidence is 
21 per cent. 

This figure (1.21 per cent) is remarkably low, and it is difficult 
to estimate its value, since, as pointed out above, a Wassermann 
reaction is not done as a routine, and, therefore, it is certain that 
in some women with a positive Wassermann reaction the disease 
has not yet been diagnosed. The error in this direction is probably 
not very great, since there is a good deal of evidence to show that 
under the system adopted at the Salomons Centre (that is, of taking 
a Wassermann reaction only in the presence of an indication) 
comparatively few cases are, in fact, missed. 

If the first 4,g00 cases had been reviewed in 1923, about 55 
would have been known to have a positive Wassermann reaction : 
that is to say, the incidence of a positive Wassermann reaction 
would have appeared to have been 1.12 per cent. Since 1923 many 
of these first 4,900 women have come under observation during 
subsequent pregnancies, and, consequently, further opportunities 
for suspecting syphilis have arisen and, therefore, further blood 
tests have been performed. It is now known in 1929 that 71 of 
these same 4,900 women have a positive Wassermann reaction. 
Thus the incidence of a positive Wassermann reaction in this 
group of women appears to be 1.45 per cent. The difference 
between these two figures (0.33 per cent) is some index, even though 
imperfect, of the error entailed by the system of blood-testing used 
in the Centre. It must not be forgotten that some of the women 
may have developed syphilis between 1923 and 1929, and _ this 
factor will, of course, tend to exaggerate the apparent error which 
has been demonstrated. On the other hand, if further opportunities 
for a more searching investigation were to arise, there is no 
doubt that the apparent error would be greater than has been 
demonstrated. 

In this series the presence of syphilis has been diagnosed only 
in the event of a positive Wassermann reaction being obtained. 
The error ‘inherent in) the Wassermann reaction has been 
shown by many observers, notably Holland,* to be very small; 
and, provided a good serological technique is used, it is now the 
generally accepted view that the Wassermann reaction is a very 
reliable test of maternal syphilis during pregnancy. 

The extremely low incidence of syphilis in this series cannot 
possibly be explained on the ground that many cases have been 
missed. A consideration of the above figures suggests that the 
number of cases of syphilis not diagnosed by the routine in use 
is reasonably small, 
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We are, therefore, justified in accepting the figure of 1.21 per 
cent as a significant estimate of the incidence of syphilis among 
the women under consideration. 

Since the figures for this paper were collected, a routine 
examination of the Wassermann reaction of every primigravida 
has been done at her first attendance at the Salomons Centre. 
Two hundred such examinations have been done and the number 
of positive reactions is three. This gives an incidence of 1.5 per 
cent. This figure is approximately equal to that already arrived 
at above, i.e., 1.21 per cent plus 0.33 per cent equals 1.54 per cent. 
It is of note that these 200 examinations were done on consecutive 
primigravidz without selection; and the findings strengthen the 
conclusion that the method of selection previously in use at the 
Salomons Centre was not a source of gross error. 


THe IMportTANCE OF UNTREATED MATERNAL SYPHILIS 
As A CAUSE OF FastAL AND INFANT DEATH. 


Of the 113 women who were found to have a positive Wasser- 
mann reaction, 103 had previously had one or more pregnancies. 
An analysis of the results of these pregnancies has been made and 
the findings have been tabulated. It has been found impossible to 
include a separate heading of ‘‘Prematurity,’’ as the women have 
often been uncertain as to the duration of pregnancy, and, when 
uncertain, have usually given the duration as nine months. Nor 
has it been possible to differentiate between fresh and macerated 
foettis, as again the women seldom used any term but ‘miscarriage.’ 

For the purposes of this investigation the following terms are 
employed :— 

A borlion—Expulsion of a foetus before the 28th week. 

Stillbirth—Delivery of a dead foetus after the 28th week. 

Livebirth—Delivery of a living child after the 28th week. 


An examination of the course of each livebirth during the first 
year has been made, and the results are given under the following 
headings :— 

Survived first year. 

Died between six months and one year. 

Died between one week and six months. 

Died during first week. 

In this investigation it has been necessary to assume that al! 
the 103 women were syphilitic from the onset of their childbearing 
life, and the figures in the Tables below are based on_ this 
assumption. But it is probable that some women did not contract 
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syphilis till after the birth of one or more children. If this is so, 
among the children who survived the first year of life there will 
be some who were not born of syphilitic mothers. This figure, 
therefore, is probably unduly high. 


Totai pregnancies a ee “a 485 
Livebirths rm a eee ee 349 
Abortions 
Stillbirths 


= 
oO 
73 
Le se Gee 349 


Survived first year ...0 3... 00 «6. 0 oe 215 
Infant deaths 


Infant deaths : , : 
Died between six months “a one year 


Died between one week and six months 
Died during first week ... 0... 


Summary. 

Total pregnancics 
Survived first year 
Infant deaths 
Abortions 


Stillbirths Ki 15.05 


The percentage of abortions in this series is 12.99 per cent. 
Many estimates of the abortion rate among the population as a 
whole have been made: that of Amand Routh’ (about 20 per cent) 
may be taken as a reasonable estimate. That some abortions were 
not recognized by the women in this series is probable, but, though 
the figure obtained is taken as a minimum, it would appear certain 
that the abortion rate among these women with untreated syphilis 
was well within the accepted limits for all women. 

This is a striking fact, as it shows that maternal syphilis is of 
no special importance as a cause of abortion. This is in agreement 
with the results of most recent investigations. 

The percentage of stillbirths in this series is 15.05 per cent. 
According to Amand Routh”? the incidence of stillbirth among the 
population as a whole is about 3 per cent. The incidence in this 
series is thus about five times that accepted for all women. 

The percentage of infant deaths during the first year of life is 
38.4 per cent. Feldman’! estimated that the infant mortality among 
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the population as a whole is about 8 per cent, which is approxi- 
mately one-fifth of the mortality rate found in this series. 


While examining the data for use in the above Tables it was 
noticed that in a considerable number of cases syphilis was found 
to be present in women whose obstetric history was one of infant 
death, and not of abortion or stillbirth. It was generally taught 
that the syphilitic woman’s obstetrical history is a succession of 
abortions, followed by one or more stillbirths, before the birth of 
a live infant; that the first livebirth will probably terminate in an 
infant-death, and that only after some such series of foetal and 
infant disasters will a child be born that is apparently healthy. 


As this teaching does not appear to be borne out by the findings 
tabulated above, the previous deliveries of ten multiparous women 
were re-analysed. They show that out of 113 pregnancies there 
were 37 infant deaths, nine abortions, and three stillbirths. The 
cause of death was known in many of these infant deaths and a 
Table has been compiled showing these. Also it was found that at 
least 16 of the children who survived tiie first year of life died before 
the age of six years, and the causes of death are known. 


Although in no case is syphilis mentioned as a cause of death, 
it is, of course, certain that many of these children were congenital 


syphilitics, and the inference is that the presence of congenial 
syphilis renders the infant more liable to death from intercurrent 
infections. (See Table). 


Table showing results of pregnancies of ten multiparous women, in 
whom syphilis was not diagnosed until afler nine or 
more pregnancies. 


Died Died Died 1 
Report Still- Survived 6 weeks to 1 week to Died year to 6 
No. Abortions born Ist. year 1 year 6 months Ist. week years 
438 oO 
569 
$25 


I 
I 
oO 
oO 


Sul 
_ 


Cin wm 


1210 


hm Oo 
SON 1D H&M NH 
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Causes of Death :--- 





Between birth Between one year 
and one year and six years 





Unrecorded 

Fits 

Wasting 

Pneumonia 

Bronchitis 

Measles ae 
Diarrhoea and vomiting 
Prematurity 
Diphtheria 

Meningitis 

Various injuries 





Conclusions. 


1. That maternal syphilis is not a common cause of abortion, 
whether before or after the third month of pregnancy. 


2. That maternal syphilis is an important cause of stillbirth. 
3. That maternal syphilis is an important cause of infant death, 
the liability to death from intercurrent infections being very great. 


4.That death is most frequent in the first six months of life. 


EXTENT OF ANTENATAL TREATMENT. 


Treatment has of necessity, been very variable, both in quantity 
and in frequency of courses. The reason for this is that in many 
cases the woman has not attended the Salomons Centre until the 
seventh month of pregnancy, or even later, When, owing to 
previous history, a Wassermann reaction is done and found to 
be positive, treatment is started. This continues until her last visit 
before being confined. All women are urged to attend after the 
confinement for further treatment, but it is only rarely that a 
woman does attend again for treatment until her next pregnancy. 

There is no segregation of women with a positive Wassermann 
reaction except in cases of primary or secondary syphilis. Unless 
a woman has previously been attending the Venereal Disease Clinic 
attached to the hospital she is treated at the Antenatal Centre. 

The treatment is essentially the same in every case. Novar- 
senobillon is given intravenously, almost invariably; the pre- 


liminary injection being 0.3 gm., this being increased to 0.45 gm. 
and later to 0.6 gm. Larger quantities are not given. The 
injections are given at intervals of one week. In those cases in 
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which the use of novarsenobillon is contra-indicated various other 
arsenical or bismuth-containing preparations are given, such as 
sulpharsenol, spirillan, bismostab, and stabilarsan, 

In the majority of cases, in addition to treatment by injections, 
mercury or potassium iodide is given by mouth, either separately 
or in combination, 

The courses of novarsenobillon have varied in amount from 
0.25 gm. to 7.5 gm. Details of the novarsenobillon given in 115 
courses are available, and the average dose per course was 3.31 gm. 

The following Table will give some idea as to the frequency of 
treatment after the first positive Wassermann reaction. 


1. Women pregnant once -39. 
Received t course 

i 4 courses 

5 0 courses 


2. Women pregnant twice —33. 
Received 1 course 

9 2 courses 

- 3 courses 


3. Women pregnant three times—-17. 
Received 1 course 
n 2 courses 
‘ 3 courses 


4. Women pregnant four limes—9. 
! course 
2 courses 
3 courses 
4 courses 

5. Women pregnant five ltimes—4. 
Received 3 courses 
ss 4 courses 


6. Women pregnant six limes—1. 
Received 5 courses 

7. Women pregnant seven limes—t. 
Received 3 (?) courses 
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In every case not more than one course was given during a 
pregnancy. . Very occasionally, one or more courses were given 
between pregnancies. Some conclusions as to the efficacy of 
treatment are given later. 


THE EFFECT OF ANTENATAL TREATMENT ON THE Foetus 
AND NEWBORN INFANT. 


102 women received treatment. The treatment in nearly every 
case included a course of novarsenobillon, the average amount of 
novarsenobillon per course being 3.31 grammes (minimum 0.25 
grammes, maximum seven grammes). 

These 102 women have, since first receiving treatment, had 
222 deliveries. The results of these pregnancies are tabulated 
below :-— 

Total pregnancies ae. Ae 
Livebirths ssw” aes eee |= SOQEOND per cent 
Abortions a a Of 45 5; 
Stillbirths ae. Ere -Y S8= 3.6 Ne 


It has not heen found possible to trace the history of many of 
these 204 infants after the first two weeks. 


As it appeared to be important to demonstrate the effect of ante- 
natal treatment on the chance of survival of the infant for at least 
one year, the first deliveries following treatment of these 102 women 
have been fully investigated. In the majority of these, details at 
the end of the first vear are available. Of the 102 women 93 were 
multipare and nine were primipare. 


Mullipara. 
Total deliveries 
Livebirths 
Abortions 
Stillbirths 


Livebirths - 
Survived first year 
Survived at least one week 29 (Further details not available) 
Died during first week ... 1 
Died between one week 
and one year Kee 0 


Primipare. 
Total deliveries 
Livebirths 

Survived first 
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Thus there are details at the end of the first year of the first 


delivery following treatment of 74 women. 


Total deliveries 


Survived first vear 


Infant deaths 
Abortions 
Stillbirths 


60 
8 
fo) 
6 


The following Tables of percentages are given as a means of 
comparing the results of pregnancies in untreated and treated 


women, 


Total pregnancies 
Livebirths 
Abortions 
Stillbirths 


Untreated 
485 
71.96 per cent 
12.99 ‘ 


15.05 - 


Full details available at one year. 


Potal pregnancies 


Untreated 
485 


Survived first vear 44.83 per cent 


Infant deaths 
Abortions 
Stillbirths 


27.63 
12.99 


15.05 


Treated 
222 
g1.8 per cent 
4-5 ” 


B86 


Treated 
74 
81.08 per cent 
10.81 Pe 


A survey of the above Tables of percentages brings out several 
points. 

First, there are no abortions among the first pregnancies 
following treatment. This may, in part, be due to the fact that 
the women do not attend at the Salomons Centre until pregnancy 
has progressed for several months. The incidence of abortion 
among the whole series of 222 pregnancies after treatment is only 
4.5 percent. If the first 102 pregnancies are omitted the percentage 
of abortion among the other 120 pregnancies is 8.33 per cent. 
This is surprisingly low. 

Secondly, the percentage of stillbirths among the 222 preg- 
nancies after treatment is very low in comparison with that found 
in the series of untreated women, being, in fact, that given by 
Amand Routh*’ as a normal figure for the population as a whole. 

Thirdly, the death-rate among infants during the first year of 
life is very considerably less among infants born of treated women. 
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Prematurity. 

In the series of 222 deliveries among women with syphilis who 
had treatment, there were 212 livebirths and stillbirths. Details 
of the maturity of these are available. 

Total livebirths and stillbirths 212 
Born approximately at term 

(i.e., after the 38th week) 174=82.08 per cent 
Born prematurely 


(i.e., before the 38th week) 38= 17.92 


The percentage incidence of premature birth among Cruik- 
shank’s series’ was : 

1. Among women with a negative Wassermann = reaction : 
19.88 per cent. 

2. Among women with a positive \Wassermann reaction : 
32.54 per cent. 

The result of treatment has been to reduce the occurrence of 
premature births to the normal. 

The number of stillbirths among the premature births was 
6=15.79 per cent. 

The percentage incidence of premature stillbirths among Cruik- 
shank’s series! was : 

1. Among women with a negative Wassermann reaction: 
34.61 per cent. 

2. Among women with a_ positive Wassermann_ reaction: 
40.73 per cent. 

Maternal syphilis is commonly held to be a very frequent cause 
of premature stillbirth. Treatment has, in this series, materially 
lowered the incidence. 

Conclusions. 

Treatment of the mother during pregnancy is of very great 
benefit, inasmuch as : 

1. The percentage of premature births is reduced to that occur- 
ing among unselected cases, 

2. The percentage of livebirths is raised, 

3. The percentage of infants who survive the first year of life 
is considerably higher than that among infants born of untreated 
mothers. This suggests that congenital syphilis is much less likely 
to be present. 


THE EFFECT OF TREATMENT ON THE MOTHER. 


It was found impossible to assess the results of treatment on 


the mother as judged by the Wassermann reaction taken just 
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before, during, or after labour, as sufficient records of the Wasser- 
mann reaction taken after treatment were not available. Also 
the findings, when available were variable. For instance, a 
woman who had had a positive Wassermann reaction and received 
treatment during pregnancy might have given a negative reaction 
just before her confinement; but it was very often found to be 
positive when she attended during her next pregnancy. 

From this it might be inferred that the Wassermann reaction 
is not a reliable test in pregnancy. That it is a reliable test in 
untreated syphilis has already been shown, but after treatment 
by novarsenobillon the test is not so reliable. Immediately after 
a course of novarsenobillon a negative reaction may be obtained, 
whereas a few months later the reaction may have become positive 
again, 

As previously mentioned, in the majority of cases women re- 
ceived treatment only during pregnancy. Though advised to return 
for further treatment after their confinement, few women did so. 
As a result of this there are records of the Wassermann reaction 
taken at the first attendance during each successive pregnancy, 
but seldom any record of the Wassermann reaction taken 
immediately after the confinement. 

That the treatment, even when given only during pregnancy 
(whether only during one pregnancy or during each), is definitely 
beneficial to the mother is shown by the following figures : 

I. 24 women, after being found for the first time to have a 
positive \Wassermann reaction during pregnancy, were subse- 
quently pregnant once. During this subsequent pregnancy, at 
their first attendance, their Wassermann reaction was done with 
the following results :— 


Positive Wassermann reaction e 
Weakly-positive Wassermann reaction 
Negative Wassermann reaction 
Unrecorded 


2. 17 women, after being found for the first time to have a 
positive \Wassermann reaction during a pregnancy, were subse- 
quently pregnant two, three or four times. During their last 
pregnancy, whether the third, fourth, or fifth, their Wassermann 
reaction was done with the following results :-——" 


Positive Wassermann reaction... .... 1= 5.88 per cent 
Weakly-positive Wassermann reaction g= 1746 ee 
Negative Wassermann reaction .,.. .,.. 13=76.46 + 





Maternal Syphilis 591 


The treatment of the above 41 women is known. 

It is seen that whereas after one course of novarsenobillon a 
positive Wassermann reaction became negative in 45.83 per cent, 
after two, three, or four courses it became negative in 76.46 per 
cent. 


Conclusion. 

Although treatment, as a general rule, is given only during 
pregnancy, nevertheless a large proportion of women ultimately 
have a negative Wassermann reaction. The highest percentage of 
women with a negative Wassermann reaction occurs among those 
who have been most often pregnant, and who, therefore, have 
received most treatment. 


GENERAL CONCLUSIONS. 


The results of this investigation lead one to believe that syphilis 
is not the cause of such widespread suffering among women as is 
sometimes assumed, In the sample of the population under con- 
sideration it has been shown that its incidence is probably less 
than 2 per cent, and this sample is taken from among the working 
classes of Bermondsey and Southwark, who live under poor social 
conditions, 

We have also good reason to believe, from a consideration of 
the results, that abortion is not especially common among syphilitic 
women. We must look elsewhere in our search for the cause of 
this waste of potential life. 

It isin the later weeks of pregnancy and during the first months 
of postnatal life that maternal syphilis causes most serious harm ; 
for stillbirths and infant deaths are very much more frequent when 
the mother is the subject of syphilis than when she is healthy. 

It is encouraging to see what good results follow treatment with 
novarsenobillon, especially in those cases in which, for economic 
and social reasons, a really efficient course could not be given. 
For even when only a few injections have been administered the 
saving of foetal and infant life has been considerable, 

We are, therefore, justified in taking a more optimistic view 
as regards the evil caused by syphilis among mothers. It is a 
relatively rare disease, and one in which treatment is easily applied, 
and when applied is rewarded at least by the suppression of the 
more disastrous consequences of the disease. 

I am indebted to Mr. Frank Cook, Mr. A. J. McNair, and Mr. 
V. E. Lloyd for their kindness in allowing me to make use of the 
very complete and extensive records of their cases, 


G 7 
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Chondro-Sarcoma of the Uterus,* 


By STANLEY J. HARTFALL, B.Sc., M.D. (Leeds), M.R.C.P. (Lon.). 


Medical Tutor and Registrar, University and General Infirmary, 


Leeds. 


CHONDRO-SARCOMA is one of the rare forms of growth which may 
affect the uterus. In the standard textbooks it finds its place 
among the uncommon forms of sarcoma of the uterus, designated 
‘Mixed Cell Sarcoma.’’ A number of isolated examples of this 
condition have been put on record, and the morphological 
characters and clinical manifestations, although variable, are well 
recognized, 

The present report is of three cases of uterine tumour in 
which cartilage was found to be present histologically, two with 
complete post-mortem details, the third apparently cured, 

Review OF PREVIOUS CASEs, 

W. R. Williams’ (1901), in his book on uterine tumours, 
mentions the presence of cartilage in sarcoma both of the body 
and cervix uteri. Under the title ‘‘Grape-like or Botryoid 
Sarcoma of the Uterus,’’ a tithe which emphasizes an important 
clinical feature of many of these tumours, he reviews cases 
reported by Pfannenstiel,* Thiede,* Rein,’ Pernice,* Kleinschmidt,* 
and others. W. L. Reid’ (1go2) reported a case in which the 
histological diagnosis was made from a slough passed spon- 
taneously per vaginam. Piquand* (1905), reviewing 151 cases of 
sarcoma affecting the mucosa of the body of the uterus, could 
find two cases only of this kind, reported by Wagner* and 
Geissler respectively. Michel and Hoche'® (1907) reported a 
recurrent cervical polyp which showed sarcomatous changes and 
cartilaginous formation in several parts. Peuch and Massabuau"' 
(:g08) collected twelve cases of mixed cell sarcoma of the uterus 
and added one of their own, described as an adeno-myxo-chondro- 
sarcoma. MeCann'? (1908) described a remarkable recurrent case 
arising from the cervix with huge grape-like polyposis. — He 
discusses the necessity of considering such tumours as a separate 


*From the Department of Pathology, the University and General 
Infirmary, Iceds, 
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group because of these notable features. Murray and Littler’ 
(1914) reported a case apparently cured by hysterectomy. The 
tumour, a soft vascular polyp, on histological examination, 
proved to be chondro-sarcomatous, but it also contained epithelial 
tubules. Among 20 cases of rhabdo-myo-sarcoma collected by 
Glynn and Blair Bell'’* (1914) were five containing cartilage 
(Miller 1887, Peham 1903, Penkert 1905, Kehrer 1g0o6, Hunzeker 
1907). Perlstein’s'® (1919) case was one originating in the 
endometrium. It caused irregular bleeding, for which curetting 
and X-ray treatment were without effect. Hysterectomy was 
performed, subsequent to which there were no symptoms, The 
tumour was grape-like, filled the body of the uterus, and was 
composed of myxo-sarcomatous tissue with numerous cartilagin- 
ous islets. Clark'® (1919), reviewing this case, considered it to be 
the first reported in the United States up to that time. Mann" 
(192g) reported two tumours in which cartilage was present, the 
first a solid polypoid tumour of the left tubal angle containing 
cysts with representative tissues of all three germinal layers, 
cartilage among them, and considered te be a uterine teratoma. 
The patient was 31 years of age. The second was an osteo- 
chondroma of the right tubal angle associated with carcinoma of 
the cervix in a woman 37 years of age. Van Akkeren’s'® (1930) 
case was reported in detail with full histological investigations 
and post-mortem findings. It is in some respects similar to one 
of the cases here reported. The patient, aged 60, died ot 
recurrences in the spine, pelvic bones, liver, and other viscera, 
the primary condition being a chondro-sarcoma of the body of 
the uterus, the size of a foetal head, which had been extirpated 
10 months before. That the primary histological character of the 
tumour may be obscured in the secondary deposits owing to the 
absence of cartilage is commented upon, 


REPORT OF THREE NEW CASES. 

Cask 1. The patient wag a married woman aged 46, no pregnancies, 
menstruation scanty, but regular at three-weekly intervals. She com- 
plained of a vaginal discharge for the past 18 months. This was at first 
serous and occurred chiefly in the intermenstrual period; later it became 
discoloured and more profuse and during the last four months sero- 
sanguineous and offensive. 

The patient also complained of difficulty with micturition, and was 
admitted under the care of Professor Carlton Oldfield with retention of 
urine. On examination under an anzesthetic the whole vagina was filled 
with a soft mass of sloughing necrotic tissue the size of a fist, which 
proved to be a pedunculated tumour projecting through the external os; 


the vagina and the parametrial tissues were not involved. The tumour 
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was removed and the cervical canal cauterized. ‘To the naked eye the 
tumour appeared to be a vascular polyp composed of numerous lobules of 
necrotic tissue, with here and there translucent areas having a cartilagin- 
ous aspect. On histological examination it proved to be sarcomatous in 
nature, and was composed of active whorls of spindle cells, many show- 
ing mitotic figures, but here and there thinning out with considerable 
increase of clear intercellular substance and assuming a myxomatous 
character. Scattered throughout the tumour were innumerable islets of 
hyaline cartilage, in places sharply delimited, but in others with the 
spindle-cell fibro-sarcomatous elements merging imperceptibly into the 
cartilaginous tissue. The appearances were in keeping with the view 
that the sarcomatous tissue was actually differentiating into cartilage. 
(Hig. 1.) A diagnosis of chondro-sarcoma was/imade. Hysterectomy was 
performed by Mr. Flint. The uterus was found to be slightly enlarged, 
the adnexa norinal, the lymphatic glands along the external iliac vessels of 
either side were enlarged but not hard. The patient made an uneventful 
recovery. 

On laying open the uterus by a vertical anterior incision a peduncu- 
lated tumour about two by one and a quarter inches was displayed, 
originating from the right cornual region of the body, arising from a base 
o: considerable thickness. It was greyish and translucent in the fresh 
state, its extremities slightly pedunculated, almost grape-like, showing a 
considerable amount of seini-necrotic haemorrhagic change, while between 
the interstices of the lobules early gangrene was present. The tumour 
completely filled the upper part of the cavity of the uterus and extended 
down to the internal os on the right side. A little to the left at about this 
level were two sinall pedunculated tumours, both about one-half inch by 
one-third inch, and showing similar hemorrhagic and necrotic change. 
Below the main tumour, extending over the right posterior region of the 
cervical endometrium, was a superficial patch of gangrenous ulceration, 
doubtless the site of attachment of the tumour removed at the time of the 
preliminary examination. Fortions were taken for histological examination 
‘from the translucent area of the main tumour and from one of the tiny 
polyps, the diagnosis of chondro-sarcoma being confirmed 

The patient returned home increased in weight, and remained well 
for 14 months. She then began to complain of slight breathlessness on 
exertion, and this gradually became more severe, so that within five 
months there was marked dyspnoea and inspiratory stridor was observed. 
Cough, entirely unproductive, now made its appearance; the patient did 
not lose any weight, however, until six weeks before death. During this 
time there were distressing dyspneeic and cyanotic attacks unrelated to 
exertion. The physical signs were of gross bilateral dulness with im- 
paired air entry, the right apex only escaping. Exploration of the chest 
in several situations failed to reveal fluid. There was not any local 
recurrence on vaginal examination. Death occurred 23 months after 
removal of the uterus 


Post-Mortem Examination. 

The body weight was well preserved. There was not any evidence of 
local recurrence in the pelvis nor indeed could any lesion be discovered save 
in the thorax. Here a remarkable condition was found. The heart and 
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niediastinum were grossly displaced by a huge mass occupying the whole 
oi the left pleural cavity. It was adherent to the parietal pleura, but was 
easily removed in the ordinary way with the thoracic viscera. The 
whole was then observed to form a shaggy friable lobulated mass, 
yellowish white in colour with seattered local nodulat reddish vaseular 
areas from one-half to one and a half inches in diameter, The left lung 
was displaced posteriorly, collapsed and shrunken to a lamina not more 
than one to one and a half inches in antero-posterior thickness and eight 
inches from apex to base. The growth appeared to originate from the 
anterior surface of the upper lobe. A partial section at this point into the 
neoplastic tissue did not show any sharply cut line of demarcation. 
Laterally and anteriorly the growth formed an irregular shaggy mass, 
mostly of whitish soft tissues with a few circumscribed vascular nodules 
as described above. Deep palpation gave the impression of harder gristly 
elements scattered throughout the substance of the mass. The right lung 
was reduced in size and considerably collapsed, but was otherwise 
normal. The pericardium was not involved and the heart was normal. 
here were no other changes of note. 

Portions of tissue removed from the secondary vrowth for histology 
showed in the dark circumscribed nodules a much more highly vascular- 
ised fibrosarcoma with comparatively well-formed vessels. There was 
invasion of the collapsed Jung from the pleural surface. Elsewhere 
fibro-myxomatous tissue preponderated, especially in the yellowish-white 
areas, but nowhere was cartilage identified. 

Diagnosis: Primary chondro-sarcoma of the uterus. ~Hysterectomy. 
Solitary massive secondary deposit in the left lung. 

Cask 2. The patient was a married woman aged 54, three children, 
no abortions, menstruation had always been normal, menopause occurrea 
at 50. When first seen she complained of intermittent attacks of pain in 
the lower abdomen at about three-weckly intervals. These were described 
as being like “labour pains.’ During the last month a foul blood- 
stained but not profuse vaginal discharge had developed and also 
frequency of micturition. She was admitted into the Leeds General 
Infirmary, under the care of Professor Carlton Oldfield, during an attack 
of pain, and examination revealed a large pelvic tumour, apparently 
arising within the body of the utcrus. A diagnosis of degenerating 
fibroid of the uterus was made, and panhysterectomy was performed 
through a mid-line incision. ‘The uterus was found to be enlarged to the 
size of a seven months pregnancy and filled the pelvis and lower 
abdominal cavity. It was removed without great difficulty, nothing 
otherwise abnormal! was noted, and the paticnt made an uninterrupted 
recovery. Exainination of the uterus showed it to be enlarged to the 
extent just mentioned, and on section this was shown to be due to a 
large semi-soft vascular and partially necrotic tumour filling and expand- 
ing the central cavity. The most striking feature was the large amount 
of soft central necrosis with what were thought to be small opaque areas 
ol calcification. On histological examination, owing to the advanced 
necrotic changes, it was exceedingly difficult to make a diagnosis. 
Emerging from the more or less structureless material could be made out 
zones of faintly stained cartilage together with an area of calcification, 


and this suggested at once the possibility of chondro-sarcoma. (Fig. 2.) 





Kia. 1 (Case I). Low power microphotograph of a portion ol the 
uterine tumour showing well formed cartilaginous islets in a place where 
the spindle-cell matrix has become “myxomatous,”’ 





ic. 2 (Case WW). High power anicrophetceraph cf cne of the cartila- 


vinous areas in the midst ef the original necrotic uterine tumour. 





Hic, 3 (Case II). Low pressure microphotograph of secondary deposit 
i: lungs. Edges of cartilage which also shows two areas of early calci- 
fication. 


Mert 8 ca rt é. 
Ae eet 


Fic, 4 (Case HI). High power microphotograph of solitary islet of 
cartilage found in the curettings of a mixed cell sarcoma, 





Chondro-Sarcoma of the Uterus 597 
The patient returned home and was not seen until six months later, 
when she was re-admitted almost moribund, with marked cyanosis and 
dyspnoea. Her history was that two months after her operation she had 
noticed breathlessness on exertion and pain in the chest. She becaine 
more and more incapacitated because of the dyspnoea. There was not any 
vaginal discharge, disturbance of micturition nor anything to suggest local 
recurrence. The bowels had become constipated in the last six weeks. 
The physical signs in the chest were those of patchy consolidation with 
generalized rales and rhonchi, and a diagnosis of secondary sarcoma ot 
the lung with terminal broncho-pneumonia was made. 
Post-Mortem Examination. 

The body weight was well preserved. There was a large hard mass the 
size of two fists fixed to the brim of the pelvis posteriorly. It implicated 
the cecum and a loop of ileum eight inches above. There were several 
separate pedunculated masses attached to the intervening loop of ileum; 
three of these were about the size and shape of the patella. There was 
no evidence of lymphatic glandular deposits in any part of the abdomen 
or pelvis. The right pleural sac was largely obliterated by masses of 
growth projecting from the lung, and by adhesions, many of which were 
also present in the left pleural sac. In the anterior part of the substance 
of the right lung were several large masses of firm white growth of 
fibro-cartilaginous aspect and some of them showed well-inarked central 
necrosis. ‘The left lung also contained numerous scattered nodules of 
similar tumour tissue measuring up to one and a half inches in diameter. 
There was an associated intense purulent bronchitis and early broncho- 
pneumonia. The heart and pericardium were normal. 

Histological examination of tumour tissue taken from the brim of the 
pelvis shows an active spindle-cell sarcoma with numerous mitotic figures 
and a few giant cells, while that from the lung shows the saine general 
structure with definite areas of well-formed hyaline cartilage and small 
areas of calcification (Fig. 3). 

Diagnosis : Chondro-sarcoma of uterus with local recurrence at the 
brim of the pelvis, secondary deposits in peritoneum and lung. 

CasE 3. A married woman aged 66, five pregnancies, the last 23 years 
ago, no abortions, menstruation always regular, had ceased at 51. When 
first seen she complained of irregular vaginal bleeding for 12 months, 
more profuse during the last three months. At first the haemorrhages 
were associated with irregular colicky pain in the lower lumbar region, 
but there had not been any pain for the last few months. Bowels and 
micturition normal. There was not any loss of weight. Pelvic examina- 
tion revealed a small atrophic cervix, while the body of the uterus was 
slightly enlarged but not fixed. There was slight tenderness in the 
Jower left abdomen on deep palpation. The patient was admitted into 
the Women’s and Children’s Hospital, Leeds, under the care of Mr. W. 
Gough; the uterus was dilated and curetted, there was some free bleeding 
and a large amount of chocolate-coloured nodular tissue, not obviously 
malignant, was obtained, aud this was submitted to histological examina- 
tion. The tissue was found te be an active growth of sarcomatous aspect, 
comparatively non-vascular, It was chiefly composed of spindle cells, with a 
fair admixture of round cells and a few small giant cells in an active 
state of mitosis. In parts the tumour tissue was thinned out and 
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assumed a myxoid character, while in one situation an islet of cartilage 
was present, surrounded by, and fairly sharply differentiated from, the 
mixed spindle and round cells, save at one point (Fig. 4). There were 
embedded in the growth a few corporeal endometrial glands. Some days 
later vaginal hysterectomy was performed by Mr. W. Gough; the patient 
wade a rapid and uneventful recovery 

The uterus appeared to be slightly enlarged and contained old blood 
clot. On laying it open at one point on the posterior wall of the body one 
inch from the fundus was a small papillomatous patch of growth having 
a soft myxoid and semi-translucent appearance. ‘The endometrium and 
uterine wall were otherwise healthy. In the upper cervical canal was an 
area of considerable thinning of the endometrium not obviously ulcerated, 
and the bleeding of the previous curettage appeared to come from 
this area. 

The patient has been examined several times since her operation five 
years ago and at present she appears to be in perfect health, and there 
Was not any suggestion of local or inetastatic recurrence. She is now 
regarded as completely cured. 


COMMENTARY. 

The three cases here reported are examples of a heterogeneous 
group of rare uterine tumours having certain clinical and patho- 
logical features in common, the most outstanding of which is the 
presence in them of islets of cartilage. 

Clinically they occur most frequently between the ages of 40 
and 60, and in their mode of onset are not to be distinguished 
from other forms of intra-uterine or cervical tumours. The 
patient complains of a blood-stained foul vaginal discharge 
which is often accompanied by colicky pains in the lower 
abdomen, On examination a polypoid tumour is often, but not 
invariably, found, which may attain huge dimensions and project 
through the os as a small polyp, or fill the vagina as a large 
vascular botrvoid tumour. Portions of the tumour may _ be 
extruded and passed per vaginam or can be easily detached on 
pelvic examination. They may originate in the body, filling and 
expanding it, spreading diffusely in the mucosa but from a broad 
base tending to become polypoid (Case 2, Wagner, Murray and 
Littler, Perlstein, Van Akkeren). In the cervix the remarkable 
botryoid character is met with par excellence (Case 1, Reid, 
Michel and Hoche, McCann). In general these tumours are of 
high malignancy shown by their local infiltrative character, and 


the marked tendency to local recurrence, even after what may be 
deemed adequate surgical treatment, is ever present (Case 1) 
The diagnosis can be made with certainty only by microscopic 


examination either of curettings (Case 3) or of portions of the 
extruded polypoid masses (Case 1). 
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The histology of the sarcomatous matrix is variable, and there 
may be other cellular clements present. Epithelial cells and 
glandular clements, muscle, and even teratomatous formations 
have been described in association with fibro-sarcoma, myxo- 
sarcoma, round, spindle, and mixed cell sarcoma. Apart from 
any other consideration the identification of cartilage in such a 
tumour means high-grade malignancy, and is an indication for 
drastic surgical treatment. The prognosis remains doubtful for 
at least twelve months, but if there is then no evidence of local 
recurrence, and the possibility of metastasis is eliminated, the 
condition is apparently cured. Remote metastases, when they 
occur, are most commonly found in the bones and lungs, and 
nay not reproduce so characteristically the structure of the 
primary tumour, and in them cartilage may be found only with 
difficulty or not at all. 

The question of the origin of these tumours is of great com- 
plexity and one with which the writer does not feel competent 
to deal. Briefly it may be stated that some are undoubtedly clear 
examples of mixed tumours, being. composed of various meso- 
dermal and epithelial elements. The presence of cartilage in 
them represents a special development of heterotopic mesodermal 
or teratomatous elements derived from primitive misplaced 
embryonal cells. Another group exists, however, in which the 
neoplasm is purely sarcomatous, frequently associated with areas 
of apparent myxomatous degeneration. Here another possible 
explanation of the presence of cartilage may be considered. Under 
conditions of local impaired nutrition, such as must frequently 
obtain in polypoid tumours of this nature, abnormal stimulation 
of connective tissue cells may result in differentiation into 
cartilage cells—so-called metaplasia. Such a transformation is 
described and pictured by Nicholson'’’ affecting the stroma of a 
uterine carcinoma in which islets of hyaline cartilage were found. 
In relation to this particular tumour it is called by him hetero- 
topic differentiation. 

[ wish to express my thanks to Professor Carlton Oldfield and 
Mr. W. Gough for permission to report these cases, and to 
Professor M. J. Stewart for frequent help and kindly advice. 
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Pregnancy and Diabetes—with special reference to the 
carbohydrate metabolism of the placenta.* 


By |. M. Raspinowrrcu, M.D. 
Montreal General Hospital. 


Tue few data reported here are of interest from the point of view 
of the relation between the carbohydrate metabolism of the diabetic 
mother and the carbohydrate metabolism of the foetus, An 
exceptional opportunity was afforded for determining the glycogen 
content of the placenta and the sugar content of the placental 
circulation immediately after childbirth in a woman_ suffering 
severely from diabetes who, because of a number of complications, 
was delivered by Czesarean section, 

Since Claude Bernard, in 1859, first demonstrated the presence 
of glycogen in the animal placenta, a faisly large amount of 
literature dealing with this point has been accumulated. References 
with regard to the human placenta are, however, extremely scanty. 
The three most comprehensive reports are (1) Langhans’, in 
**Virchow’s Archives,”’ (2) that of Flesch ; and (3) that of McAllister 
in the English language. However, so far as the writer could 
ascertain, all the observations have been qualitative, and there are 
no quantitative data. For purposes of brevity, a few relevant 
observations only will be made with regard to glycogen metabolism 
in pregnancy, and to pregnancy when complicated with diabetes. 

It appears that glycogen is especially abundant in placental 
tissue,* but is deposited chiefly in the maternal portion.* In the 
rabbit, at least, there appears to be some relation between 
the period of gestation and degree of deposition of glycogen in the 
placenta; the glycogen reaches its maximum about the twenty- 
first day and thereafter decreases until, at term (30 days), the 
quantities found are negligible. The latter phenomenon. is, 
apparently, intimately related to liver function; in early intra- 
uterine life the foetal liver does not contain, virtually, any glycogen, 
but later, as the latter accumulates, placental glycogen diminishes. 


Also, according to animal data, there appears to be a striking 
parallelism between foetal glycogen and foetal weight." 


The part that uterine glycogen plays is not clear; though the 


* Krom the department of metabolism, the Montreal General Hospital, 
Montreal, Canada. 
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concentration of glycogen in this organ has been found to be at a 
maximum at childbirth, glycogen is also present in both uterus 
and Fallopian tubes, independent of pregnancy .° 

Considering the ease with which it is possible to vary the 
glycogen content of muscle and liver, placental glycogen appears 
to be remarkably stable; most profound metabolic changes only, 
such as may be produced by phloridzin injections, appear to be 
able to affect it ;* ordinary doses of insulin, starvation, carbohydrate 
feeding, carbohydrate injections, adrenalin and thyroid extract 
appear to have little or no effect. Even insulin in very large doses 
is relatively ineffectual; the placentae of animals dying in insulin 
convulsions still contain glycogen.® From these observations it 
would appear that the glycogen in the placenta is reserved ex- 
clusively for the foetus; the mother cannot normally draw upon it, 
except with extremely disordered metabolism. 

It is of interest here to correlate the above observations with 
pregnancy in human beings. The data fit well with experience 
in non-diabetic individuals, as evidenced by the relative infrequency 
of abortions in a variety of clinical disorders associated with dis- 
turbed carbohydrate metabolism. In diabetes, in) which the 
carbohydrate metabolism may be profoundly disturbed, again the 
data fit; and parallelism between placental glycogen and _ foetal 
development appears to offer an explanation of clinical experience 
in the past. In the days before insulin, pregnancy in the diabetic 
woman was uncommon, and when it did occur abortions and still- 
births at term were frequent. Even since the advent of insulin the 
picture is not, as yet, very bright; according to the literature, 
though pregnancy is more common, the incidences of abortions 
and stillbirths at term are still high.’ In the opinion of the writer 
such incidences will be lowered with more intensive dietetic treat- 
ment and more intelligent use of insulin, as have the incidences of 
other sex phenomena (sterility, amenorrhoea, immaturity). Intelli- 
gent use of insulin will also lower the foetal death rate from hypo- 
glycemia, The records of our clinic show that among 22 pregnan- 
cies since insulin has been administered there have been only two 
abortions, no stillbirths at term, and one death which occurred 
within 48 hours of delivery. A rather striking record is that of a 
case of 11 pregnancies in 11 vears; the woman is a mild diabetic 
and all her children are alive and well. Apropos of the above 
observations the following case is of interest :- 

Mrs. M. L. (Hosp. No. 410/31), age 33, developed diabetes in 
1925. In spite of gross dietary indiscretions, glycosuria and 
hyperglycaemia could be controlled without the use of insulin until 
1927, when insulin treatment had to be instituted for the first time. 
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With continued dietary irregularities her carbohydrate tolerance 
became progressively worse until, on a diet consisting of 150 
grammes of carbohydrate, 140 grammes of fat and 50 grammes 
of protein, she required 80 units of insulin a day, in spite, eventu- 
ally, of careful attention to diet. Early in 1929 she contracted 
pulmonary tuberculosis. The lesion was open; there were acid-fast 
bacilli in the sputum. With this complication huge quantities 
of food were allowed, and an attempt was made to control the 
glycosuria with insulin.* In September of the same year the lesion 
was apparently healed and one month later, without advice, she 
married. In September, 1930, she returned to her diet of 150 
grammes of carbohydrate, 140 grammes of fat and 50 grammes of 
protein, and for this required 80 units of insulin a day. 

On January 21st, 1931, when the patient was seven months 
pregnant, she was admitted to the hospital with a history of 
uncontrollable vomiting of eight days’ duration. She stated that 
her pregnancy was uneventful until the onset of the vomiting. 

As there was no history of glycosuria nor of insulin reactions 
since the onset of pregnancy, and since the patient stated she 
was following her diet carefully because she was ‘anxious to have 
a healthy child,” it would appear that, providing the diet was 
followed carefully, a prevalent view that the feetal pancreas supplies 
insulin to the mother did not apply here. This view will be 
referred to again. 

On admission the patient was obviously just recovering from 
a State of severe acidosis. (She received large doses of insulin prior 
to admission). There were glycosuria, acetonuria and hypergly- 
cemia.t The blood cholesterol was also high, namely, 0.333 per 
cent, but the value of this observation is doubtful; it may have 
been due either to the acidosis or to the pregnancy. She was given 
a high carbohydrate diet and 10 units of insulin every six hours, 
and in a short time all clinical evidence of acidosis disappeared, 
except for the acetone odour of the breath. Until February 26th 
there was moderate glycosuria. The ketonuria had diminished, 
though present; the total acid excretion was fairly constant, rang- 
ing between 600 and 800 c.c. N/to acid. During this period there 
were frequent attacks of vomiting, but of short duration. Since the 
diabetes was regarded as being under fairly good control, inter- 
ference with pregnancy was delayed as long as possible in order 


* Tuberculosis is the only condition in which we deliberately allow 
unlimited amounts of food and encourage excess body weight. 

+ (As she received some insulin shortly before admission, the blood 
sugar was only 0.137 per cent.) 
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to ensure a live child, as this was to be her last, sterilization had 
been decided upon. 

On February 26th, 1931, in view of the pending termination 
of pregnancy, more drastic measures were taken to ensure a good 
operative risk, and the insulin dosage was increased to 10 units 
every four hours. Thereafter the urine became free of sugar. 

On March 2nd the urine was free of sugar and acetone bodies, 
and the blood showed a moderate degree of hyperglyceemia in 
the fasting state; the blood-sugar was 0.181 per cent. A Czesarean 
section was performed by Dr. H. M. Little under ether anzesthesia. 
The child, a male, appeared to be healthy and weighed 3178 grams. 
Half an hour after the operation the blood-sugar was 0.312 per 
cent. Insulin was continued in doses of 10 units every four hours, 
and the following morning the urine was free of sugar and the blood- 
sugar was normal, namely, 0.ogo per cent. The mother’s recovery 
was uneventful. Lactation was profuse, though the child was 
never breast fed, and did not cease until March 21st, 1931. The 
child developed a slight icterus the day following birth and for a 
few days appeared well. Seven days later it died and the autopsy 
showed a broncho-pneumonia with fluid in the left side of the chest. 

Parenthetically, and worthy of note, were the influence of foetal 
insulin and lactation upon the maternal carbohydrate metabolism 
in this case. After the urgent condition on admission was con- 
trolled and until February 26th, while under careful supervision, 
there was no evidence of improvement of carbohydrate tolerance. 
Sugar and acid excretion on a constant diet and insulin, though 
slight, were approximately constant. As a matter of fact, as stated 
above, the insulin dosage had to be increased rather than decreased 
on that day. These and other unpublished data, therefore, fail to 
agree with other workers and tend to support the view held by 
Macleod,* as a result of experimental work with depancreatized 
dogs, that foetal insulin is of little value to the mother even at term, 
though the foetus is alive and the placental connexions intact. 
On the other hand, lactation was definitely effective. With- 
drawal of glucose from the maternal organism for purposes 
of lactose formation is the generally accepted explanation. Lacta- 
tion appeared to be exceptionally profuse in this case, as stated 
before; though the child was not breast fed, and though the breasts 
were not exposed to mechanical stimulation (pump), secretion was 
fairly marked for about 10 davs. “Phe results were that it was 
possible to increase the diet and decrease the insulin, 

As there appears to be some parallelism between foetal develop- 
ment and placental structure, it is of interest to note that the 
placenta weighed 506 grams, and the child 3178 grams. The ratio 
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of the weight of the child to that of the placenta was, therefore, 6.2. 
Williams® gives six as the normal. 

Conditions were ideal for glycogen analyses. Owing to the 
method of delivery there was very little delay between the birth 
of the child and the placenta, The latter was, therefore, not exposed 
to the autolytic changes possible otherwise. During ordinary birth, 
as is well known, separation of the placenta from the uterus may 
be slow, There may therefore be much time for autolytic changes 
to occur, and the latter are further enhanced by the body tempera- 
ture. According to some authors autolysis plays a part in the 
separation of the placenta from the uterus, though the greater 
factor is mechanical, namely, muscular retraction of the uterus. 

So soon as the child was delivered, the umbilical cord was 
clamped, both at the foetal end and the placental end. Venous and 
arterial blood specimens were thus isolated. The placenta was 
immediately rushed to the laboratory and a portion placed in 
boiling 60 per cent sodium hydroxide solution... The subsequent 
procedure for glycogen estimation to the stage of glucose formation 
was essentially Pfluger’s, as outlined by Cole.’° The glucose 
formed was determined by the Wood and Berry method, as 
described in detail by Mellanby and Woolley."’ The glycogen 
content was found to be 1.56 per cent. 

Though there are no comparable data in man it would appear, 
from animal experiments, that this placenta not only contained a 
normal amount of glycogen, but was exceptionally rich in this 
substance. Thus, if conditions in animal and man late in preg- 
nancy are approximately alike, in that as the liver takes on the 
function of storage of glycogen the placenta loses it, it is reason- 
able to assume that the amount found was not the maximum which 
was present during the period of gestation. Further evidence to 
support this view is the fact that whole placenta was used. As the 
greater part of the tissue is foetal, and as removal of the maternal 
portion is incomplete,* it is obvious that the actual glycogen 
content was much greater than that found, since the glycogen, as 
stated above, is concentrated in the maternal portion. 

The above results are of interest when correlated with known 
facts of animal physiology. The condition of the mother was such 
as to suggest that her ordinary storages of glycogen were fairly 
well depleted ; she was not only severely diabetic, but on admission 
was suffering from acidosis and for some weeks before the birth 
of the child had ketosis. It is quite true that, even in severe diabetes, 
providing the individual is given sufficient quantities of insulin, 


* The remnant left accounts largely for the lochial discharge. 
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glycogen storage in the liver and muscles may be normal, The 
recent ketosis and acidosis, however, suggest that such storage in 
the liver and muscles in this case could not have been normal. It 
would, therefore, appear that we have here, in the individual as in 
the animal, an example of the absence of relation between 
placental and liver glycogen and the remarkable stability of the 
former; ordinaty conditions which tend to deplete liver glycogen 
(acidosis in this) have little or no effect upon that stored in the 
placenta. 

Immediately after the placental tissue was placed in the hot 
alkali for glycogen estimation, the vessels of the umbilical cord 
were carefully dissected and the contents of the arterial and venous 
specimens expressed into separate test-tubes. The two specimens 
of blood were immediately centrifuged ; the clear supernatant fluid 
was suitably diluted and sugar estimations were made before and 
after fermentation with yeast, according to the routine previously 
described.'* The following were the results : 


Before After Fermentable 
Sample Fermentation Fermentation | Glucose 
per cent per cent per cent 
From mother to child 0.250 0.016 0.240 
From child to mother O.1II 0.018 0.083 


A striking finding is that though the blood reaching the child 
was hyperglycemic, that leaving was normal. This suggests a 
remarkably efficient insulin-producing mechanism on the part of 
the child. 

Differing from the literature on glycogen, there are quantitative 
data with respect to the glucose content of the placental circulation. 
It is, therefore, of interest to correlate them with the findings in 
our case. Though the data are suggestive they are not strictly 
comparable. Hellmuth'™ found that foetal blood-sugar at birth was 
always lower than maternal, Nevinny and Schretter™ report 
analyses made immediately after a normal delivery in one case of a 
pregnant woman suffering from diabetes. In this case the sugar 
contents of umbilical artery and vein were 0.060 and 0.087 per cent 
respectively. “The additional data of interest are, briefly, as 
follows : 

Blood sugar 

Source (per cent) 
Child (immediately after birth) - 0.052 
Retroperitoneal blood - - - 0.089 
Liquoramnit - - - = = - 0.161 
Maternal blood (anti-cubital vein) O.104 
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It will be noted that the maternal blood-sugar was normal; the 
diabetes, therefore, appeared to be under ideal control at the time 
of delivery. 

Correlating these data with previously reported experiences 
with arterial and venous blood-sugar estimations in diabetes by 
lawrence’ and the writer’, the idea suggests itself that the deter- 
mination of the sugar contents of the umbilical artery and vein 
might be a good test of potential diabetes in the child of a diabetic 
parent, This appears to be quite a severe test of glucose tolerance ; 
when the maternal blood is hyperglycemic, conditions do not 
merely correspond to oral ingestion of a single dose of glucose, but, 
as far as the child is concerned, they correspond to continuous 
intravenous injection. 

The above observations, speculative as some may be, are 
reported merely to suggest the possible use to which such material 
may be put in the study of diabetes in the laboratories of maternal 
hospitals. So far as the writer is aware, no such data have hitherto 
been reported. 
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Aberrant Ovarian Tissue in the Round Ligament 
of the Uterus. 


By JEAN McNeiLi, M.D. (Belfast). 


Department of Anatomy, Queen’s University, Belfast. 


SUPERNUMERARY ovaries, consisting of normal follicle-bearing 
ovarian tissue, are not infrequent, occurring as small pea-sized 
bodies in two per cent (Beigel) or four per cent (Rieffel) of subjects. 
Their usual situation is close to the hilum of the ovary, and they 
have been recorded in the round ligament of the ovary, in the 
mesovarium, and in the neighbouring part of the broad ligament 
of the uterus. Their occurrence in the ovarian ligament is readily 
understood, since this ligament arises in the caudal degenerated 
part of the genital ridge, and though, normally, genital cells are 
not formed in this part (for the degeneration of the germinal 
epithelium is early completed) their production and development 
are always possible ; and, further, persistences of displaced islands 
of gland tissue from the caudal end of the gland anlage can easily 
be conceived. In other positions the aberrant tissue is believed to 
represent ‘‘small isolated parts of the germinal epithelium which 
have developed over the mesonephros”’ (Bihler), or ‘‘parts of the 
ovarian anlage which have been isolated by constriction by peri- 
toneal bands’’ (Nagel). I wish to record here the occurrence of 
follicle-bearing ovarian tissue in the round ligament of the uterus. 

The specimen was obtained from a woman aged 38. She had 
complained of recurrent attacks of pain in the right iliac fossa, and 
other symptoms and signs were such that a diagnosis of sub-acute 
appendicitis was made, She had been married fifteen years ; there 
had been three pregnancies, the last six years ago; the menses were 
irregular, sometimes delayed fourteen days, but no detailed account 
of the irregularity was taken; there was, usually, menstrual pain, 
and she stated that an attack of right-sided pain three years ago had 
been diagnosed as biliary colic. 

At the operation the appendix was found to have some old 
adhesions and showed evidences of recent inflammatory activity. 
The gall bladder appeared normal. The following abnormal 
formations were discovered, were removed and given to me for 
examination and report:—The enlarged right ovary; a small 
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tumour from the right cornu of the uterus; and a small cystic 
swelling from the uterine end of the right round ligament, 

(a) The right ovary was normal in shape and free from 
adhesions, but was twice the normal size and nodulated on the sur- 
face. On section it was seen to be in a multiple cystic condition and 
to contain one almost completely organized corpus albicans, and 
at one pole a cyst }-inch in diameter; the cavity of the cyst was 
filled with a blood-stained coagulum, and on its central wall a 
folded layer of typical lutein tissue was found. The ovarian stroma. 
was densely fibrotic and there were numerous atresic Graafian 
follicles. 

(b) The uterus was slightly enlarged. It contained on the 
posterior wall of its right cornu a subserous marble-sized nodular 
mass, which was excised; no other uterine tumours were palpable, 
and the Fallopian tubes had not any signs of inflammatory 
reaction. The excised mass, when it was divided, had the consis- 
tence of a soft fibro-myoma and contained near its centre a cystic 
area in which there was tarry material. On microscopic ex- 
amination ihe mass was found to consist mainly of small compact 
bundles of muscle tissue, cut in different planes in different parts 
of the sections ; and these bundles were embedded in a scanty, loose 
fibrous tissue. The tumour was enclosed in a capsule consisting of 
loosely arranged fibrous tissue and muscle bundles running parallel 
with the surface, and in it there were numerous very thin-walled 
blood vessels; and over part of it there was a peritoneal covering. 
In the substance of the tumour the blood vessels were few in number, 
thin-walled, and small in size over the greater part of each section, 
but in a number of places (five in a section through the middle of 
one-quarter of the tumour) there were groups of large and very 
thick-walled vessels embedded in a loose fibrous tissue and encap- 
suled, as it were, by the surrounding muscle masses; and the 
largest of these groups fornied the cystic area noted above. The 
walls of these large vessels were homogenous, as if undergoing 
hyaline degeneration, and were much folded, so that their lumina 
were very irregularly shaped; and the tissue in which they lie, and 
especially that in the cystic area, had in a large part undergone hya- 
line change. There were also, in a position near the centre of the 
tumour, two epithelium-lined spaces in the sections which were cut, 
that is, in one-quarter of the tumour. In the series of sections both 
of these spaces were found to be closed at one end, and in the other 
direction of one of them the indications were that it was also closed, 
for, though the series did not actually include the closed end in 
the last section, the cavity had diminished in size and in its walls 
there were several lavers of obliquely cut cells. [T have concluded, 
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therefore, that these spaces were closed cavities and that they would 
be of approximately spherical form. The epithelium fining the 
spaces was of low columnar type, with large oval nuclei, and formed 
a single layer (Fig. 1). The outer ends of the cells were irregular 
in shape, some rounded and some pointed, and rested directly, 
without the intervention of a basement membrane, on a dense 
spindle-celled fibrous tissue stroma the nuclei of which were large 
in size and round and oval in shape. The inner surfaces of the 
cells were irregular at most parts of the cavity, as if coated with a 
deposit of coagulum,. The stroma formed a narrow zone round the 
cavity and constituted a mantle for it which could easily be dis- 
tinguished by its density from the intermuscular stroma. Close 
to each space were several large blood vessels, the walls of one or 
two of which were thick and homogeneous, Epithelial tissue, or 
any mass which could be interpreted as degenerated epithelium, 
could not be found near the groups of large vessels previously 
mentioned, 

In its essential features the tumour resembles a circumscribed 
cornual adenomyoma, this interpretation being more probable than 
that it is a nodule of an interstitial salpingitis nodosa; but an 
alternative description of it will be suggested later. 

(c) The cystic swelling, which was removed from the right round 


ligament close to its uterine end, is oval in shape ; its greatest length 


is 1 em. When opened the greater part of the swelling was 
seen to be formed by a lutein-lined cyst which came close to the 
surface and was there covered by a thick fibrous tissue capsule. At 
all parts of the swelling except at one pole (Fig. 2); it contained 
two or three drops of typical tarry material. The wall of this cyst 
is composed of a thick typically waved layer of lutein tissue, covered 
by a fibrous capsule in which perforation could not be found 
(Fig. 3). The lutein layer, under higher magnification (Fig. 4), 
is seen to consist almost entirely of large granular true lutein 
cells, the outlines of which are not well defined and in which 
there are the vacuolar appearances associated with commencing 
degenerative changes. Superficial to these granular cells there 
is a narrow interrupted layer of paralutein cells which lie in a 
very vascular loose fibrous tissue; and these cells are also found 
in the fibro-vascular core of each lutein tuft (Fig. 4). The cavity of 
the cyst is larger than that of a normal corpus luteum; from it 
two or three drops of tarry material were removed, and it still 
contains a blood-stained coagulum, This cyst is therefore a small 
hematoma of a mature corpus luteum, in which, it is to be expected, 
an ovum was present. 

There are also to be seen in the sections which were prepared, 
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in the solid part of the swelling (Fig. 3), which consists of fairly 
dense spindle-celled fibrous tissue, one typical corpus albicans 
(Fg. 3) and two immature Graafian follicles containing ova 
(Fig. 5). The stratum granulosum of the walls of these follicles 
is two to four cells thick, and superficial to it there is a circular 
arrangement of the fibrous tissue, which is looser than the stromal 
tissue, and represents commencing thecal formation, ‘This swell- 
ing of the round ligament is, therefore, follicle-bearing ovarian 
tissue, in which ova have developed and probably been discharged 
and in which fully matured corpora lutea have been formed. 

In the early stages of development, when the ovary has grown 
caudally to its full extent, its caudal pole lies in the pelvis on the 
posterior surface of the genital cord and is united to its upper 
part by the continuing, normally non-gonadal portion of the 
primary genital fold in which, at a later date, the round ligament 
of the ovary is developed. Opposite the attachment of the lower 
end of the genital fold to the genital cord lies the attachment of the 
cranial end of the inguinal fold to the lateral (mesonephric) part 
of the genital cord; in the inguinal fold the round ligament of the 
uterus afterwards forms. ‘These two structures, the round ligament 
of the ovary and the round ligament of the uterus, are thus 
separated at first by the mesonephric part of the genital cord; and 
since in the female no mesonephric condensation forms between 
them as in the male they remain unconnected ; and afterwards they 
are separated by the uterine wall, which extends just so far laterally, 
in the genital cord as the attachment of the two ligaments to it. 
The one ligament is thus attached to the posterior wall and the 
other to the anterior wall of the uterine cornu, the muscle substance 
of which forms a connecting bridge between them. The occurrence 
of ovarian tissue in the round ligament of the uterus must thus 
represent the incorporation of gonadal elements in it at an early 
period of development, and certainly before the full extent of the 
primitive wall of the uterus has been detined; and such an incor- 
poration might be due to (a) an abnormal caudal extension of the 
gonadal tissue of the genital gland through the genital fold into 
the genital cord, or (b) an attachment of the caudal pole of the 
gland to the posterior surface of the genital cord or to the lateral 
part of the mesonephric fold above the genital cord, or (c) the 
adhesion of isolated parts of the genital gland to the genital cord. 
In each of these suggested modes, and omitting the possibility of 
gonadal differentiation in loco, gonadal tissue might become 


incorporated in the genital cord and so reach the upper end of the 
round ligament of the uterus; and each mode suggests itself as a 
possibility from the structure of the parts and their relations in 
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early embryos. It is difficult, as is well known, to define the caudal 
end of the undifferentiated genital gland by its histological features, 
and excessive development of it and detachments of parts of it have 
heen described to occur by Pick,’ who explained, by the presence 
of the enlargement and its intervention between the two Miillerian 
ducts, the incomplete union of the ducts and the fomation of such 
abnormal uterine forms as uterus bicornis and uterus planifundus. 

The explanation advanced by Pick is supported in an interest- 
ing manner by the observations of von Recklinghausen* on the 
occurrence of adenomyomata ; for he discovered most of his tumour 
material in deformed uteri of the planifundus type and in utert 
bicornes. Von Recklinghausen was of opinion that the adeno- 
myomata he described were of mesonephric origin ; but in view of 
the facts elucidated in the specimen which | have described—the 
occurrence of ovarian tissue in the round ligament of the uterus and 
the presence of a circumscribed tumour containing epithelial spaces 
in the uterine cornual connecting muscle—I wish to suggest that 
the cornual tumour is also ovarian in its origin and that the 
epithelial spaces found in it are atresic Graatian follicles. 

lam indebted to Professor C. G. Lowry for the opportunity 
of examining this specimen and for his permission to record these 
notes, and | have to thank Dr. J. Hl. Biggart for his assistance in 
the histological examination, 
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EXPLANATION OF PLATES. 


BiG. 1. 
Tumour from right cornu of uterus; epithelium-lined cavity ; microphoto- 
graph: x c.220. Uppusite the artificial retraction space the epithelial wall 
has folded inwards and a projecting part of it appears as an isolated mass 
of cells in the cavity. 


PIG. 2: 
Section throuwszh the centre of the reund ligament swelling; photograph : 
x 4. The part enclosed in the square was sectioned. 


FIG. 3. 
Section of part of the round ligament swelling; microphotograph : 


C.25. 


BiG, 4; 
Section of lutein layer of round ligament cyst; microphotograph : x 220. 
The external fibrous capsule is above; parts of the two sides of a lutein 
tuft and the fibrous core between them are shown; the cavity of the cyst 
would lie below. 


Fic. 5. 
lnmature Graafian follicle from round ligament swelling; microphoto- 
graph: x 220. The upper follicle is cut tangentially through the surface. 
The lower follicle contains an ovum, the zona pellucida of which is shown ; 
probably it filled the cavity in which it lies. 





A Case of Early Carcinomatous Change in a 
Hyperplastic Endometrium. 


By J. Bamrorru, M.D. (Lond.), M.R.C.P. (Lond.). 


lssistant Direclor of Pathology, St. Thomas’s Hospital. 


THE association of abnormal uterine haemorrhage with hyperplasia 
of the endometrium is frequently encountered in gynecological 
practice, but the experience of routine histological examination of 
the bulky currettings from these cases of chronic endometritis 
shows that the association of hyperplastic endometrium with 
malignancy is rare, A study of the literature also supports this 
view. The following case of a woman who, at the beginning of 
1930, was under the care of Mr. A. EL. Richardson (to whom | am 
indebted for the clinical notes) may prove of interest in’ this 
connexion, 

A woman, aged 52, who had had two children, the younger 
being 23 vears old, had suffered from ‘‘catarrh and a tendency 
to asthma’? for some years. The periods had not yet ceased. In 
th: past they used to be very excessive, with occasional floodings. 
She was curetted four years previously. In November 1929 the 
period became very irregular, but the loss was by no means con- 
tinuous. The patient stated that she was gaining weight. A 
diagnostic curettage was performed in February, 1930. The amount 


of curetted material was large. The curettings were examined 
histologically and the examination showed an early carcinomatous 
change in a hyperplastic endometrium, The uterus was, therefore, 
removed, but naked-cye examination of the cavity did not show any 
unusual change. All the malignant tissue had apparently been 
removed by the curette. 


examination of sections prepared from the curettings showed 
the characteristic hypertrophy of glands and stroma seen in 
‘chronic endometritis’’ (Fig. 1). There was considerable variation 
in the size of the glands; some being extremely large and cystic. 
The stroma was dense, consisting chiefly of short spindle-shaped 
cells. Plasma cells were not found. In addition, in certain areas 
of the endometrium it was found that considerable proliferation of 
the cells of the glandular epithelium had taken place. Figure 2 
illustrates the abrupt transition in the appearance of the endo- 
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metrium which results in these areas. The cells of glandular 
epithelium had become stratified and showed tufts of irregular 
shape and size projecting into the lumen. In some of these glands 
the epithelial proliferation and degree of intolding was so extensive 
as to produce figures of considerable complexity (Fig. 3). Although 
the basement membrane appeared to be intact the epithelial increase 
Was so great that the stroma was considerably reduced in amount. 
Also there was a definite change in the morphology and staining 
properties of the glandular cells in these areas. The cells stained 
with much less intensity than in other parts of the endometrium. 
Sections made from portions of the wall of the uterus showed 
that a condition of adenomyosis was present. Areas of glandular 
infiltration into the uterine wall were found at different places 
(Fig. 4). Here, however, the glands were for the most part small 
in size. Some of them showed stratification of the epithelium, 
and changes in the characters of the cells similar to those found in 
the curettings. 

It is considered that this is a case of adenoma malignum, an 
early carcinomatous change in a_ hyperplastic endometrium. 
Adenomyosis is recognized as an associated condition of many 
cases of ‘‘chronic endometritis.”’ 

Among the references found in the literature, Ewing’ states that 
he has seen three cases of carcinoma arising in the hypertrophied 
glands overlying the most prominent points of submucous myo- 
mata, and Doca’ has described early multiple adeno-carcinomatous 
foci in the hypertrophic mucosa in a case of myoma uteri. Fluhmann 
and Stephenson® reported a case showing similar features to the 
one described in this paper. There was unusual bleeding at the 
menopause. The histological examination showed an early adeno- 
matous cancer arising in the superficial layers of a hyperplastic 
endometrium. In addition to characteristic areas of adeno-malig- 
num there were also some solid masses of frank carcinoma. <All 
the malignant tissue was apparently removed by the curette. 
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Obituary. 


JOHN OSBORN POLAK. 
1870—1931. 


‘Tait sudden death of John Osborn Polak in Brooklyn has left 
his friends with a sense of irreparable loss. For many years he 
has been one of the outstanding men in the profession, and 
eynecologists at home and abroad have felt that a visit to 
New York was not complete without a visit to his clinic in 
Brooklyn. 

Dr. Polak was born in’ Brooklyn, educated at Rutgers 
College, Long Island College Hospital, and at the University ot 
Vermont, being graduated from both the latter schools with the 
degree of Doctor of Medicine in 1891. From an internship at the 
Long Island Elospital in 18g1—g2 to the Professorship in Obstetrics 
and Gynecology in the same institution in 1gro until his death, 
is the story of his medical life, with numerous associations with 
other hospitals and medical schools in and around New York, as 
well as a professorship in his speciality in Dartmouth Medical 
School. He was a Fellow and member of many medical organiza- 
lions, as well as) President of the American Association of 
Obstetricians, Gynecologists and Abdominal Surgeons, Vice- 
President of the American Gynecological Society, Vice- 
President of the New York .\cademy of Medicine, President of 
both the New York and Brooklyn Gynecological and Obstetrical 
Socicties, and a member of the Roval Academy of Medicine in 
Dublin. In tg2g he was guest speaker at the British Congress 
of Obstetrics and Gynaecology in Dublin, at which time he made 
many friends in Great Britain. Elis literary work comprises 
manuals of obstetrics and gevnecology; he was a co-author 
of “Clinical Gynecology,” “The Nelson Looseleaf Living 
Surgery,’ and ‘*Practice of Obstetrics,’ and innumerable papers 
in medical periodicals. Fle was contributing editor to the .Lmeri- 
cun Journal of Obslelrics and Gynecology, American Journal of 
Surgery, Medical Times, and the Long Island Medical Journal. 

\lthough not strong as a child, he developed into a man 
capable of tremendous) work, Elis) energy was proverbial. 
Dr. Polak was a man with a hobby, which was the practice of 


medicine and the advancement of medical education. tle was a 
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skilful operator, an excellent teacher, an expert diagnostician, 
and an able executive. He was devoted to his patients and an 
inspiration to his medical students. He trained men to follow 
him. Beck, Matthews, McCord, and others, who are now occupy- 
ing positions of responsibility, received their start and inspiration 
from him. He was completely absorbed in his work, and had 
an amazing capacity for intense application. In addition to his 
teaching, his clinical work, and his practice, he devoted much 
time to writing, as is evidenced by the numerous textbooks, 
monographs, and papers which bear his name as author. He 
was a finished speaker. Few men had greater ability in closing 
a discussion and presenting points in such a logical manner that 
his hearers carried with them a crystallized opinion concerning 
the subject in hand. He devoted much of his time to developing 
the standards of obstetrics and gynecology in America. He 
conducted many courses for practitioners, spending a week in 
sections in the middle west in order to give the general practitioners 
the benefit of his training and knowledge. 

He was especially beloved and prized by his professional 
friends. He was an extremely loyal colleague and friend. His 
personality, character, affability, scholarship, and professional 
attainments were of the highest quality. 


One of the last of the many gestures betokening the esteem 
in which he was held by all in the College was indicated when, 
on April 23rd, 1931, at an informal and personal dinner given by 
his staff, a bronze plaque was presented to him, inscribed with the 
words ‘Presented by his staff as a token of appreciation, esteem, 
and affection.” 


FRANK W. LYNCH. 





BOOK REVIEWS. 


“Handbook of Midwifery.’ R. E. Torrenuam, B.A., M.D., D.P.H., 
F.R.C.P.I., F.C.0O.G. London: J. and A. Churchill. 1931-307 pp. 
Price 10/6 net. 


Tue fact that numerous handbooks on the subject of midwifery have been 
published in this country makes the average obstetrician hesitate before 
adding yet another to the already overstocked bookshelves, Professor 
Tottenham, no doubt knowing this, has endeavoured to produce a book 
second to none of its class, and in large measure he has succeeded. This 
sinall volume of just over three hundred pages is literally packed with 
facts, and, what is more, every statement in it is pleasantly flavoured with 
logical reasoning. 

In the introduction he describes the book as one primarily intended 
for the use of obstetric clerks. One cannot but feel that it will also prove 
popular with the busy general practitioner, and one has no hesitation in 
strongly recommending it, The simplicity of detail, the excellent illustra- 
tions, and the attractive general lay-out call for special mention. As 
one would expect, the views of Jellett, Tweedy, Fitzgibbon and others 
constituting the Dublin School, are adhered to in the main, and no doubt 
some English authorities will encounter statements which do not altogether 
conform to their views. Special attention has been given to the subjects of 
puerperal sepsis and the toxcemias of pregnancy, and these are considered 
at some length. In dealing with the subject of eclampsia the Dublin 
method of treatment is stressed, and while the Stroganoff technique is 
mentioned it is dismissed in the course of a few lines. The author, 
however, refers the reader to other works on this subject. In the chapter 
dealing with rupture of the uterus, rupture during pregnancy receives 
scant mention. In considering rupture during labour, adherence to the 
Dublin tradition is again evident in that he advises, whenever possible, 
delivery of the child through the genital canal, with subsequent plugging. 
While laparotomy is mentioned as a possible line of treatment in these 
cases, it appears obvious that the author regards this procedure as being 
indicated only when the other method is impossible. 

The subjects of pelvic deformity and its treatment, and obstetrical 
operations and manipulations are dealt with throughout in a lucid manner. 
The help of Dr, Eric Pritchard has been invoked in writing the chapter 


on “The Infant,” and this calls for special commendation, It seems a pity 


that more space is not allotted to the question of antenatal management, 
since the student, who after all is the practitioner of the future, must 
learn to recognize all abnormalities before the onset of labour, 

Altogether this book is a sound, common-sense and safe treatise on 
the subject of midwifery. 


Chas. D. Read. 
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‘‘An Introduction to Gynecology.” C. J. Minter, M.D. London: Henry 
Kimpton. 1931. 316 pp. Price 21/- net. 

AMERICAN textbooks, generally speaking, are attractively produced, and 
Miller’s book is no exception to the general rule. It is admirably suited to 
teaching purposes, being arranged in sixteen sections to conform with the 
systematic teaching in American schools, covering a term of sixteen weeks. 
The author omits considerations of treatment entirely, on the assumption 
that the elementary student of gynecology must first of all master the 
clinical and the pathological aspects of the subject. While this may be 
true, one cannot but feel that the inclusion of the brief outlines of treatment 
would materially enhance the value of this work. 

The chapter dealing with methods of examination and diagnosis calls for 
special commendation, and the student who masters these pages and who 
follows the advice given will never go far wrong. The position obtaining 
in relation to the glands of internal secretion is concisely and cleaviy 
dealt with, and recent work on the physiology of the ovary is admirably 
portrayed. Endometritis, as a clinical entity, is prominent throughout 
the text, but the author shows evidence of a clear conception of the 
condition in stressing the comparative rarity of its occurrence. Everyone 
who has done much gynecological pathology admits that endometritis is 
a pathological entity, but the tendency of the student, especially the 
examination candidate, to proffer this as the cause of all gynecological 
symptoms, has undoubtedly ted to its unpopularity as a term. In view 
of this fréquent repetition in the text there is a risk of the reader con- 
cluding that true endometritis occurs much more frequently than is 
generally supposed. 

There is an excellent chapter on the subject of obstetric injuries, and 
the sections dealing with the formation of cystoccele, urethroccele and 
fistulee are beautifully illustrated to incorporate some original views of 
the author. Cancer of the cervix is dealt with on stereotyped lines, and 
there is a short chapter on the subject of corporeal carcinoma and chorion 
epithelioma. Leucoplakia vulvee receives perhaps less attention than it 
deserves, and the author here quotes the views of Taussig, and_ states 
that in the extreme cases of atrophy associated with the condition, kraurosis 
is the terminal result. The latter condition is not considered as a separate 
condition. 

Altogether the book is not so elementary as its title would suggest, 
and a student or practitioner who knew its contents would have a thorough 
conception of gynecology from the clinical and th> pathological aspects. 


Chas. D. Read. 


“Practical Methods in the Diagnosis and Treatment of Venereal Diseases.” 
By Davip Less, F.R.C.S., M.R.C.P. (Edin.), Surgeon-in-Charge of 
Venereal Diseases, The Royal Infirmary, Edinburgh. Second Edition. 
EK. and §S. Livingstone, 1931, pp. 634, 15s. 

Tue main object of this book is to give medical students and practitioners 

sound principles of diagnosis, together with practical details of efficient 

treatment and of a standard of cure. 
Since the first edition appeared, attempts to discover new and more 
direct methods for the cure of both syphilis and gonorrhcea have been varied 
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and numerous, and some modifications of the treatment previously recom- 
mended have been necessary. The book, therefore, contains a careful 
description of the various innovations, but most welcome of all are the 
considered statements on the value to be assigned to each, coming as they 
do from an author of such wide experience, eager to make use of any 
treatment which will help to make the cure more certain, 

The summaries of the forms of treatment that the author considers 
essential, if satisfactory results are to be obtained, will convince the 
practitioner that he cannot yet hope for an easy road to cure. He will 
appreciate the author’s observations on the value of adjuvant metheds of 
treatment in gonorrhoea and the results of his experience of diathermy. 

The chapter on the treatment of syphilis in pregnancy will be found 
of great help, and also the new chapter on syphilis of the cardio-vascular 
system, the treatment of which is brought abreast of modern teaching. 

The section on syphilis of the nervous system has been revised and 
amplified. 

The book is well i!ustrated throughout by photographs and drawings 
and the colour plates, in particular, are good, 

W. T. Warwick. 


“Primary Syphilis in the Female.”” By Tuomas ANwyr Davirs, M.D. 
(Lond.). Director of Whitechapel (L.C.C.) Clinic, London, E. 1. 
Oxford University Press, 1931, pp. 111, 12/6. 

Tne book results from the author’s inquiry into a condition which 

is very inadequately dealt with in medical literature. 

The information the book contains is of primary importance to anyone 
practising venerology, and teachers of gynaecology will find the details 
invaluable. 

While supervising the Venereal Department at St, Thomas’s Hospital, 
the author discovered 597 cases of primary syphilis. From observation 
of the relative frequency of the site of the lesion he concludes that the 
cervix itself is affected in 44 per cent of cases, and various parts of the 
vulva and its neighbourhood in over 50 per cent. 

The appearance of the primary syphilitic lesion varies with its situation. 
It is carefully described and classified into types, and a detailed differential 
diagnosis is included, The book is well illustrated by colour plates. 


W. T. Warwick. 


“Stoeckel : Lehrbuch der Gynakologie.”? 3 Auflage. S. Hirzel, Leipzig. 
Unbound 4o marks, bound 43 marks. 
THE second edition of this book was reviewed in 1928 when it was sug- 
vested that the textbook would have a good sale Within three vears the 
third edition has appeared. The subject matte: has been increased by 
some 25 pages, but there has not been any drastic alteration in the general 
arrangement, The illustrations have been improved, and some magnificent 
coloured photographs have been inserted The chapter on sterility has 
been enlarged, and the methods of birth control in common use have been 
described, References to the modern literature have been brought up to 
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date. Stoeckel’s opinion on the radiological treatment of carcinoma of 
the cervix is interesting, for there is an atmosphere of ‘“Strahlenskepsis”’ 
created in the text. 

The book has been improved by the minor alterations from the second 
edition. We can only repeat the opinion expressed in the previous review 
that as a representation of the art and science of gynecology the book 
has few rivals. We feel that the book should be more widely read in this 
country, The textbook deserves a place in the libraries of all our medical 
schools. 

The recent statistics of the results of treatmetit of carcinoma of the 
cervix are included, and they may be of interest to the readers of this 
journal :—- 

Wertheim's operation, 

Primary mortality. 

Heymann, collected cases, 2705, 19.0 per cent; Weibel, 1500 cases, 13.8 
per cent ; Kermauner, 976 vases, 11.2 per cent and in a later series 6 per cent. 

Relative cure (five vears). 

Zweifel, 48.5 per cent; Bumm, 40.8 per cent; Franz, 44.9 per cent; 
Faucreisen, 61.9 per cent; Nermauner, go 4 ver cent; Stoeckel, 34.5 per 
cent; Weibel, 40.0 per cent. 

Absolue cure (five years). 

Zweifel, 27.4 per cent; Kermauner, 26.95 per cent; Stoeckel, 27.4 per 
cent. 

Vaginal operation. 

Primary mortality. 

Schauta Pehain, 979 cases, 6.1 per cent; Peham, 82 cases, 3.66 per cent ; 
Stceckel, 400 cases, 8.5 per cent ; Adler, 1,000 cases, 6.1 per cent. 

Relative cure. 

Schauta Peham, 40.7 per cent; Peham, 50 per cent; Stoeckel, 50 per 
cent; Adler, 34 to 58 per cent. 

Absolute cure, 

Adler, 16 to 32 per cent. 

The radiological statistics, apart from those of Heyman, are difficult to 
compare, 

W. Shaw, 


or 


lactique opératoire des annexes de Vutérus.’”? Raout CHARLES-Monop. 

Gaston Doin and Cie. Paris. Pp. 164, 87 figs., 50 franes, 
Tus volume forms part of a series of monographs on surgical technique. 
For this *eason the subject matter is limited strictly to the surgery of 
the uterus and its appendages, The diagrams are clear and illustrate the 
methods with very great accuracy. The methods are those of the French 
school, with the operations on the sympathetic, fundal hysterectomy in 
adnexitis and such operations adequately described. The principles of 
surgical intervention are extremely sound and the author is conservative 
in his outlook. 

Apart from these qualities the book has no great distinction, The 
advantages and disadvantages of each operation could he discussed more 
fully and the complications of the operations described are worthy of 
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greater consideration. Perhaps these points were beyond the scope of the 
book. The book may be of service as part of a large treatise on surgical 
technique, but it seems inadequate for those who limit themselves to 
operations on the female genital organs, W. Shaw 


“Medical, Dietetic, Diagnostic and Social Hygienic Prescriptions for 
Gynecological .and Obstetrical Practise.”? By Paut, STRASSMANN. 
Fifth Edition, (Georg Thieme, Leipzig. 
Tus little book has the appearance of a cram book of prescriptions, so 
that by turning up the index at the ends of the pages the general prac- 
titioner, when in difficulty, may surreptitiously obtain the correct remedy 
for his.patient immediately. The book is, however, in its fifth edition and 
this demands respect. The reason for this is at once apparent when the 
book is examined closely, for it is full of wise saws, breezy quotations and 
excellent advice, 

The book is undoubtedly of admirable service te students during their 
gynecological and obstetrical appointments, and some such contribution, 
with its humour and its warnings about mistaken remedies, would 
achieve wide popularity in this country. The book teems with useful 
practical points and within its short space much is contained. 

W. Shaw. 


“Breast-Feeding,” by MARGARET EMsiiz, M.B., Ch.B. Humphrey Milford, 
5/-- 

This interesting book, which reveals careful clinical study of the subject 

and sympathetic consideration of the mother’s view-point, should prove of 

considerable value to all concerned with the management of the expectant 

and lactating mother. 

In the introductory remarks the general advantages of breast-feeding 
to the mother and child are mentioned; the high mortality in infants, due 
in the old days to gastro-intestinal infection and at the present time to 
respiratory infections, is referred to, and the relative infrequency of either 
in breast-fed babies. 

Various types of deformed nipples are described, and a method found 
successful by the author of stretching and everting retracted nipples during 
pregnancy is explained in detail. 

The importance of suitable diet during pregnancy and its effect on 
lactation, the value of various articles of food and the necessary vitamin 
intake for the pregnant and nursing mother should prove of considerable 
value. The author suggests that vitamin B deficiency may account for 
the constipation, indigestion and pyelitis often associated with pregnancy, 
and considers that the vitamin should be given in concentrated form in 
ycast extract or wheat embryo, as it is the one constituent of the diet 
producing a direct action on lactation. An excellent summary of a suitable 
diet is given. 

The anatomy of the breasts and the physiology of lactation is described 
in detail, also the general care of the mother during the establishment of 
lactation and the various simple methods used to encourage the infant to 
suck. This section should be of considerable value to pupil midwives or 
naternity nurses, 
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In describing engorged breasts the author makes a statement which 
suggests that she has been singularly unfortunate in her contacts with 
general practitioners and nurses. In speaking of engorgement occurring 
during the first few days she says: ‘‘These symptoms are invariably 
iuiterpreted as due either to the milk fever of tradition, or ‘to indigestion’ 
and ‘the milk not suiting’ because the child shows signs of discomfort.” 
Possibly closer observation of modern workers and their methods might 
cause some modification of this opinion. 

Psychological difficulties are explained and thoroughly sound advice 
is given, combined with a sympathetic consideration of the mother’s point 
of view, seeking to make breast-feeding as easy and convenient as possible. 
The mother’s comfort, regularity in feeding, and the baby’s good digestion 
are the most important factors in successful breast feeding. 

In some experiments carried out at the author’s own centre, children 
of various ages were reduced to four feeds in the day with a 12-hour 
interval at night. The results were most interesting and encouraging. 

The concluding chapters deal with some of the difficulties which occur 
in breast-feeding and their management. Also the management of com- 
plementary feeding and weaning. 

There are three appendices : The first deals chiefly with the treatment 
of sore nipples and breast abscess; for the former the author recommends 
the application of undiluted Friar’s Balsam, combined with the inunction 
of pure lanoline just before feeding. By this method she claims that 
healing is rapid and suckling not arrested. 

In Appendix II an interesting experiment carried out on one family 
is described; at varying ages the three children were reduced to three 
breasts-feeds in the 24 hours. A weight-chart is included showing the 
result of this procedure. 

Appendix III gives the working-class mother’s time-table, and shows 
the sympathetic interest Dr. Emslie has taken in her subject in arranging 
well-spaced feeds to relieve the mother, and allow her proper opportunities 
to carry out her daily routine. 

References are given to various articles quoted in the text, adding to 
its value for the student. We can heartily recommend this book to all 
maternity and child-welfare workers. 

M. S. Sparkes. 


“Midwifery for Nurses,’ by DouGias MILLER, M.D., F.R.C.S. (Edin.), 
M.R.C.P. (Edin.). London: Edwin Arnold and Co. 6/-. 

Tuts textbook for nurses includes a brief description of the pelvis and the 

anatomy and physiology of the pelvic organs. 

Fertilization of the ovum, the diagnosis of pregnancy and an excellent 
chapter dealing with the care and management of the patient during 
pregnancy are also included. 

The line drawings illustrating the book are particularly good, the 
absence of detail making them easy for the pupil midwife to copy and 
memorize. 

The author deals with the practice of asepsis and the use of antiseptics 
in obstetrics on modern lines, pointing out the necessity for proper local 
preparation of the patient in labour before the first pelvic examination 


I 
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is made; also the importance of wearing masks, gloves and, if possible, 
sterile gowns for ordinary as well as for complicated deliveries. 

The section dealing with abnormal pregnancy and labour contains much 
valuable information; the various obstetric operations are described, also 
the instruments required for each, and the preparation of the patient. 

The concluding chapter deals with the use of chloroform in obstetric 
practice, and the precautions to be observed during its administration; a 
brief description of twilight sleep is also given. 

This book is written on orthodox lines, the teaching is sound and it 
conveys a considerable amount of information in the minimum number 
of words. A short glossary is included. 


M. S. Sparkes. 





DISCUSSION ON 
DR. FITZGIBBON’S PAPER.! 


Dr. StatHam had used this method for the induction of labour since 1912, 
with the exception of a temporary period when the stomach-tube was 
employed and given up as not being so satisfactory. 

A male metal catheter was used to draw off 25 ounces of liquor amnii, and 
labour invariably followed without any complication. The catheter was 
passed by view, and no contamination occurred. In the last 104 cases 
there were two maternal deaths, neither due to the method, one being due 
to acute toxeemia, and the other to cardiac failure. Sepsis did not occur 
and six infants were born dead, three of whom had died before onset of 
labour. He considered tapping the liquor amnii was greatly superior to 
any other method of induction. 

Dr. BETHEL SoLoMoNS said that when an old method had been given 
up and revived, he wondered why it had been given up: there must have 
been some very good cause. In considering the efficacy of any method, 
it was necessary to cater for the multitude: if it could be proved that 
puncture of the membranes was safe it was obviously the best, as it was 
simple and required less manipulation than other procedures, There 
certainly was an opening for an ideal method. 

Dr. Solomons said he had induced many cases in this way before the 
last month of pregnancy, but he had been frightened after this date, 
especially was he frightened of contracting dystocia, of which one example 
had) been reported by the author. Sepsis also was a danger; it was a 
recognized fact that after the ruture of the membranes the bacterial content 
of the uterus increased with the length of the labour. .If a baby was still- 
born after this manipulation it was natural to blame the operation. He 
felt there was danger in the simplicity: it might encourage the doctor 
without obstetric conscience to induce labour in order that he might take 
a “‘week-end.’? He enquired as to the indications in the cases given and 
asked why it should be done in ‘‘frankly normal cases.’? As he knew no 
ideal method he was inclined, in spite of his criticism, to give it a short 
trial. 


In reply Dr. FitzGrpnon said he was glad to hear from those who did 
practice the method that it gave satisfactory results. Dr. Haig Ferguson 
had told him that he had practised the method for many years and strongly 
approved of it. He thought the delay in the onset of labour noted by 
Dr. Statham was probably due to high puncture of the membranes which 
he aimed at, and that it would be avoided if the suggestions made in the 
paper were adopted. Several speakers asked what were the indications 
for the method : there are no indications other than those for induction of 
labour by any other method. The method is suggested as a better one 


1 See page 495. 





626 Journal of Obstetrics and Gynecology 


than those at present adopted. Professor Mcllroy raised che traditional 
objections of the loss of the liquor amnii and the loss of the flushing effects 
of the waters ; one of the objects of the paper was to discount those suppose] 
functions of the waters. Dr. Solomons considered the one case that 
developed irregular contractions in the labour following this method oi 
induction to be a possible illustration of a disadvantage; but it must ie 
remembered that that was the complication in the two previous labours 
of this woman which it was hoped to avoid by the treatment and, therefore, 
the treatment can hardly be blamed as the cause of the complication which 
it only failed to prevent. He was very pleased that those speakers who 
were in positions to try the method said they would give it an extended 
trial. 


DISCUSSION ON 
DR. YOUNG’S PAPER. ! 


Dr. STATHAM strongly endorsed the importance of an X-ray examination 
of the lower lumbar spine in these cases. Sacralization of the last lumbar 
vertebrze occurs in about one in twelve normal women, and any sudden stress 
is liable to cause subsequent backache owing to the undue wrenching of 
partial fixed articulations. Excellent results have been obtained from 
close co-operation between the gynzecological and  physio-therapeutic 
departments. He also strongly advocated investigation of the question 
oi stricture and dilatation of the ureter by the method of Hunter before 
deciding that the chronic backache was due to postural defects. 


DISCUSSION ON 
DR. STRACHAN’S PAPER.? 


Dr. DOoONALDSON stated that fistula formation was of considerable 
importance, as this was the complication most frequently quoted by those 
gynecologists to whom radium acted as a red flag to a bull. It was 
necessary at the outset to distinguish between fistulae due to the growth 
and those due to radium. In his opinion a few cases of recto-vaginal 
fistulae were undoubtedly due to the treatment, and they generally occurred 
many months later. It was of interest that in some of these cases the 
damage to the rectum occurred at a level lower than the cervix, whereas 
the greatest intensity of irradiation was higher in the bowel. No solution 
for this had yet been found, but it was possibly due to the particular blood 
supply at the point damaged. 

As to treatment in these cases : in one case he had performed colostomy, 
repaired the fistula and closed the colostomy. In two other cases, in 
which ulceration of the bowel had occurred, colostomy was performed in 
order to allow the ulceration to heal. In one of these cases the colostomy 


1See page 535. 
*See page 542. 
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had already been closed. The other patient is waiting until it can be seen 
whether there is any further evidence of growth, as the colostomy was 
performed only a year ago. 

He had never seen a case of vesico-vaginal fistula following the radium 
treatment of carcinoma of the cervix which convinced him that it was 
due to the radium alone. There did not seem to be any evidence at 
present as to which technique was the least likely to give rise to this 
complication, 


Contribution to the discussion of Dr. STRACHAN’s paper, made by 
Dr. S. J. CAMERON and Dr. A. A. CHATERIS (read by Dr, Cameron). 
General. 

The treatment of appropriate forms of malignant disease by radium 
has come into prominence in recent years; and this is specially true in the 
sphere of gynzecology, since some of the best results have been attained 
in the treatment of squamous epithelioma of the cervix uteri. The reasons 
for this appear to be twofold. Until the later stages, the anatomical 
relations permit of fairly accurate application of radium to the affected 
part and, in the second place, the tumour itself is mainly of such a histo- 
logical type as to be responsive to the action of radium. 

While the application of radio-active substances to the region of the 
cervix, even in a haphazard fashion, can often produce striking temporary 
improvement, it is clear that only carefully planned treatment accurately 
carried out is likely to produce lasting benefit, without subjecting the 
patient to the undesirable effects which may follow certain methods of 
application. 

There are two methods which merit special attention in view of the 
excellent results which have been attained over a period of years :— 

1. Paris technique. Here a relatively small quantity of radium is used 
and left in position for about one week, the tube being placed i. both 
the uterine canal and the vagina. Heavy filtration of the rays by 
platinum is essential, and in the vagina further protection is given by the 
embedding of the tube in cork. 

2. Stockholm technique. Larger, quantities of radium are employed in 
this method, which is here adopted with slight modification, and the total 
dose is attained in a series of three treatments of brief duration (20 to 24 
hours). The second is given a week alter the first, and the third three 
weeks after the second. Again, the radium is applied in the cervical canal 
and uterine cavity and to the vaginal aspect of the growth, the ulcerating 
surface being covered by radium, as far as possible, while containers are 
placed in the lateral fornices in addition, Heavy filtration is essential 
(=3 millimetres of lead). Physicists tell us that there is no great difference 
between the quality of rays with, say, 0.5 or 0.6 mm. platinum, as is 
commonly used for needles, and 1.5 mm. platinum which is equivalent 
in filtering power to 3 m.m. lead, but clinical experience has ‘indicated 
that the higher figure is necessary to attain the best results and to steer 
clear of burns and fistulae. Heyman found that he could compress the 
treatment into two doses, with results which seem only slightly inferior 
to those attained by the original technique, and he is still using this 
modification (personal communication to A. A. C.). Originally he gave 
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a total of about 1,000 mgm-hrs. to the uterine cavity and 4,500 vaginally, 
but the latter dose appeared to be too much when only two treatments 
were given, and he states that 4,oo0 should not be exceeded. 


Western Infirmary treatment. 

Personal observations of the Paris and Stockholm methods have been 
made, and also of necdling as practised by Donaldson at St. Bartholo- 
mew’s Hospital, and, while good results can be obtained by any of these 
inethods, it was decided to adopt the Swedish one. In the earlier days, 
before the Western Infirmary was so well endowed with radium, it 
was often difficult to obtain supplies, and treatment was frequently given 
with radon (radium emanation), the Stockholm principle being adhered 
to as far as possible. Since larger supplies have been available it has been 
possible to elaborate a more or less standard method, and the usual dose 
is 1,000 mgm-hr, uterine, and 4,500 vaginal. The latter figure exceeds 
that recommended by Heyman, but there seem to be only two cases which 
have shown effects of an overdose. In our earlier days considerably larger 
doses Were given in a few cases in which the cervical canal could not be 
identified, and these have for the most part done well. It is possible, 
however, that the doses mentioned should be regarded as the maximum 
consistent with safety; and any application of radium after the completion 
ol such a course, even though months or years have clapsed, exposes 
the patient to the risk of grave local or general disturbance. We are, at 
the moment, trying slightly smaller vaginal doses than those previously 
employed. 


Effects. 

Healing of the growth has been the usual result of treatment; later on, 
narrowing of the vagina, perhaps accompanied by the formation of 
adhesions, has been observed in a number of cases. The improvement of 
the general health has been striking, while discharge and bleeding 
naturally cease. 

Septic complications have been almost non-existent. A few cases have 
had temporary rises of temperature, and there has been one case of 
septiceemia which recovered. 

Fistulee have developed in only two cases. 


Parametrial deposits. 

Kew of our cases have been of the Grade I type in the International 
classification, and there have usually been parametrial masses of the 
Grade IIL variety. In a fair proportion of cases these have disappeared 
completely as a result of local radium treatment only, and it seems unlikely 
that these are to be dismissed in all cases as inflammatory masses. From 
the clinical point of view it seems clear that these parametrial deposits 
can be influenced by properly applied radium. 


Late cases. 


Discretion must be used in determining whether radium may be used 
in the more advanced cases in which growth is found to be involving 
the bladder or the bowel. In many instances fistulee would be the inevitable 


result, and the last state of the patient worse than the first. It has also 
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to be borne in mind that the bodily resources seem to play some part in 
the response to treatment, and an extremely cachetic patient may not 
react well to radium. 


Use of X-rays, etc. 

It must be emphasized that radium has only a local action and, if its 
effect is to be lasting, it must be applied to the whole affected area. 
Hence a case in which remote deposits are present cannot remain free 
from disease for long if only local application of radium to the cervix is 
made. The cervix will heal, but the distant extensions will continue to 
grow. Various methods of extending the beneficient action of radium 
have been tried, and the most common is by carefully graduated X-ray 
exposures of the pelvis in a series of fields. This should not be attempted 
too soon after using radium, and the operator must be guided by the 
constitutional effect and the state of the blood. Moreover, the beams of 
X-rays should not be directed on to the already treated cervix, but more 
laterally. We have only recently commenced combining X-rays and 
radium as a routine, and have no further comment to offer now. 

We have not tried any of the methods of intra-abdominal implantation 
of radium, 


Conclusions. 

As a palliative agent radium has been of the greatest value. Our 
experience at the Western Infirmary has not been of sufficient duration to 
enable us to be dogmatic as to the probability of a five-year cure, but 
we are definitely using radium with this in view, and trust that our 
treatment will prove more than a palliative measure. At one end of the 
scale we have rejected very few cases as being too advanced for treatment : 
at the other end we have rejected no case because it is operable. It is 
necessary to bear in mind the established achievements at Paris and 
Stockholm as to five-year (or more) results obtained there in the various 
grades of cases. The treatment may be regarded as fairly safe, but this 
is only so in experienced hands, and an organized follow-up system is 
essential. 
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The Lancet. 
April 4, 1931. 
“Induction of abortion. M. Salmond. 
Remissions and relapses associated with pregnancy in myasthenia gravis. 
’ L. P. E.- Laurent. 
May 30, 1931. 
*Maternal disablement. W. Blair Bell. 


Maternal. disablement. 

While 3,000 woinen die annually in England and Wales from the direct 
results of-maternity, 5,000 die later from the late results of child-bearing, 
including cancer of the cervix. At least 60,000 women are crippled each 
year, more or less severely, also as a result of child-bearing. Constitutional 
diseases represent a considerable number of these and are considered 
in detail, but 75 per cent of all cases of disablement are due to infection 
and trauma. Much can be done to reduce this number by caretul reparative 
surgery. The main cause cf this state of affairs is that the women are 
not healthy to start with, and to ensure a supply of healthy women the 
female population must be watched from the neonatal period onwards. 


A. L. Walker. 


The British Medical Journal. 


April, 4, 1931. 
*Efficiency of antiseptics used in midwifery. L. P. Garrod, 
Twelve-year old ectopic pregnancy. W. W. Darley. 
Puerperal inversion of the uterus. D. W. Boswell. 
April 25, 1931. 
Multiple osteochondromata with obstructed labour. E. J. Blackaby, 
Persistence of the complete Wolffian duct. J. Troup. 
May 16, 1931. 
*Obstetric shock. Miles H. Phillips. 
May 30, 1931. 
Spontaneous prolapse of the umbilical cord during the “wits months of 
pregnancy. M. Hawke. 
Pituitrin and obstetric shock. Parke, Davis & Co. (Correspondence). 
June 6, 1931. 
Treatment of dysmenorrhcea. B. Venn Dunn. 
Pituitrin and obstetric shock. Parke, Davis & Co. (Correspondence). 
June 13, 1931. 
*Indications for the induction of premature labour. H. J. Drew Smythe. 
Torsion of ovarian cyst with bradycardia, R. F. Matters. 
Treatment of dysmenorrhcea. A. A. Gemmell, (Correspondence.) 
a June 20, 1931. 
Some antenatal problems. Sit Ewen Maclean. 
- Treatment of pernicious: anzemia of pregnancy and tropical anzemia. 
as Wills. 
June 27, 1931. 


Treatment of dysmenorrhcea. A. E. Sanderson Clow, (Correspondence.) 
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Efficiency of antiseptics used in midwifery. 

Various antiseptics were examined under conditions similar to those 
present in obstetrics. The result of the investigation shows that brilliant 
green has a wide margin of safety; cyllin, izal, and: monsol are of doubtful 


efficiency ; the remainder, including lysol and mercurials, are judged to 
be untrustworthy. 


Obstetric shock. 

Besides the easily recognized case of obstetric shock following severe 
trauma or hemorrhage, there is another more insidious secondary type, 
which comes on later and may be just as fatal as the primary type. This 
may be unsuspected unless routine blood-pressure readings are taken 
after delivery. The first warning of secondary shock is a downward 
tendency of the blood-pressure. A résumé of the theories of primary and 
secondary shock is given, and in the case of the latter it is suggested that 
deep laceration of the levators, without corresponding perineal tears, may 
be the underlying causes of the liberation of histamine. The factors 
involved in the causation of shock are fatigue, cold, starvation and 
dehydration, sweating, haemorrhage, anzesthetics, toxeemia, infection and 
emotion. Hzemorrhage of itself does not give rise to prolonged fall in 
blood-pressure unless at least 25 per cent of the blood is lost. Chloroform 
and ether sensitize the capillaries to histamine, but gas and oxygen do not. 

The treatment of primary shock resolves itself into the prevention of 
further haemorrhage, the application of warmth, and the prevention of 
secondary shock; that is, taking measures to raise the blood-pressure, It 
the blood-pressure after delivery is below 100 mm. Hg. operative treat- 
ment such as the suturing of the perineum should not be attempted. The 
most important measure is the replacement of body fluid by means, first, 
of saline, subcutaneously or intravenously, and later by blood transfusion. 
The prevention of shock is considered at length. Among the procedures 
advised are the use of scopolamine in large doses, gas ‘and oxygen anes- 
thesia, drinking strong glucose solutions, and prophylactic saline injections 
and pituitary extract in cases of ante-partum hemorrhage. Chloroform 
should only be used at the actual birth of the child. In toxemia only 
gas and oxygen should be used. Emotion plays an important part in the 
causation of obstetric shock. 


Indications for the induction of premature labour. 

In cases of established nephritis, early evacuation of the uterus is 
indicated. In cases in which a minor lesion of the kidney is present before 
pregnancy and signs of failure occur during pregnancy, the induction of 
premature labour can usually be postponed until the thirty-sixth or thirty- 
eighth week. If allowed to go to term many children die in utero. True 
albuminuria of pregnancy usually reacts to treatment. Pernicious vomiting 
is occasionally an indication for evacuation of the uterus. Most cases 
of vomiting react to treatment. Pyelitis is occasionally an indication for 
the induction of premature labour. In heart disease, induction before term 
is indicated to ensure easy labour after compensation has been re-established 
by rest. Active pulmonary tuberculosis is an indication for the evacuation 
of the uterus. Epilepsy and insanity may be indications for evacuation of 
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the uterus. The author advocates induction in the treatment. of dispropor- 
tion, occipito-posterior position, and in extended breech cases.. He performs 
induction by his own method of rupturing the membranes... 


A. L.’ Walker. 


The Birmingham Medical Review. 


June, 1931. 
*Tawson ‘Tait: his life and work, with personal. reminiscences: 
Christopher Martin. 


Lawson Tait: his life and work, with personal reminiscences. 

It is, perhaps, to be regretted that this account of one of England’s 
pioneers of surgery is published in a journal which is not read by the 
majority of medical practitioners and students. It need hardly be added 
that this is not written to disparage one of our contemporaries for which 
we have the greatest respect, but because we feel that the history .5f 
Lawson Tait’s work, as recounted by Christopher Martin, who was for 
many years Tait’s chief assistant, ought to be brought before the whole 
profession. The younger generation of medical practitioners cannot learn 
too much of the men who created modern surgery, 

Martin tells us that Robert Lawson Tait was born on 1st May, 1845, in 
Edinburgh. He was brought up as a Catholic and was educated at Heriot’s 
Hospital, a famous boys’ school in Edinburgh, whence he won a scholarship 
at the University of Edinburgh. During his first year at the University he 
studied arts, but, thereafter, medicine.. Tait served his apprenticeship 
under Sir James Young Simpson. In 1870, four years after qualification, he 
began to practice in Birmingham. During those four years he had published 
several papers in the medical press. In 1871 he, with Arthur Chamberlain, 
succeeded, after much controversy, in a campaign to establish a special 
hospital for women in Birmingham. In 1872 he first removed the uterine 
appendages for chronic ovaritis. This operation became known as Tait’s 
operation ; in fact, Hegan, a German, performed the operation five days 
before Tait. In 1873 he won the Hastings Gold Medal for an essay on 
“Diseases of the Ovary,’ and in the same year he advocated ligaturing 
and dropping the pedicle in ovariotomy in place of the clamp. This was 
a great advance in abdominal surgery, During the succeeding years he 
filled many urban and medical posts, besides devising other new surgical 
procedures. The year 1879 was, says Martin, his annus mirabilis, for in 
1879 he performed the first successful cholecystotomy in Europe and the 
first salpingectomy for pyosalpinx ; he described his flap-splitting operation 
for repair of the perineum, and a new method of dilating the cervix by 
continuous elastic pressure. 

The succeeding years, until 1893, when his practice began to decline, 
were packed with activities. Many papers were published; each of them 
contributing something new to abdominal surgery. Among his further 
contributions, the first successful operation for ruptured tubal pregnancy, 
in 1883, and his first hepatotomy for a hydatid cyst of the liver, in 1880, 
may be mentioned. Although Tait’s attacks on Lister and his methods. are 
now known to have been unwarranted, and although it is now known that 
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Lister gave the world the key to successful surgery by the prevention, by 
whatever method, of wound infection, it cannot be denied that Tait’s 
cleanliness, taught him by Syme of Edinburgh, was undoubtedly the 
forerunner of modern aseptic methods. One of Tait’s few failures occurred 
when he contested the Bordesley Division of Birmingham as a Liberal. He 
was heavily defeated at the poll. Perhaps his surgical activities would 
have suffered had he been successful, 

Martin thus summarizes his contributions to surgery :— 

1, He greatly reduced the mortality of ovariotomy by discarding the 
clamp, and, instead, ligaturing and dropping the pedicle. : 

2. He introduced the operations of cholecystotomy for gall-stones, and 
hepatotomy for hydatid cysts of the liver. 

3. He was the first surgeon to operate for ruptured tubal pregnancy. 

4. He was the first surgeon to remove the uterine appendages for myoma 
and tubal disease. 

5. He devised a simple and speedy method for repairing the perineum. 

6, He introduced washing-out and draining the peritoneum for suppura- 
tive peritonitis. 

7. He was the first to advocate and to practice Porro’s operation in 
cases of placenta preevia. 

It is not possible in a short abstract to convey to our readers an adequate 
impression of this great master’s life and work. Every medical practitioner 
ought to read Martin’s account, which contains many personal remini- 
scences. These are of great interest, for they tell the reader something of 
the private life and character of one of the founders of modern surgery. 

F. R. 


The Canadian Medical Association Journal. 


April, 1931. 
*The diagnosis of pregnancy with the Aschheim-Zondek test. G. H. 
Ettinger, G. L. Smith and E. W. McHenry. 
*The production of decidual cells in the ovary around a chorion epithelioma. 
C. Simard. 
*The management of placenta previa. P. A. McLeod. 
Thoracopagus monster delivered by Czesarean section. P. W. Head. 
*Recent research on the eetiology of puerperal fever. (Editorial.) 
May, 1931. 
*The effects of hypertonic saline in the toxaemias of later pregnancy. 
V. J. Harding and H. B. Van Wick. 
Sterility. A. H. Aldridge. 
June, 1931. 
*Hyoscine (scopolamine) amnesia in labour. A. Somerville. 
March, 1931. 
The urethroccele or the sub-urethral cyst. André Simard. 


The diagnosis of pregnancy with the Aschheim-Zondek test. 

This test has given correct results in 98 per cent of more than 4,000 cases. 
The urine of pregnant women was found to coritain substances with 
physiological effects similar to those produced by the sex hormones of the 
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anterior lobe of the pituitary gland. This is absent from the urine of males 
and non-gravid females. The urine of pregnant women contains a 
substance which physiologically resembles the anterior lobe hormone and 
cestrin, The former appears in the urine in large amounts soon after 
impregnation, (Estrin appears after the third month of pregnancy. 
Urine is injectéd into immature mice; only the ovarian changes are con- 
sidered in interpreting the results of the test, and either heemorrhages into 
the Graafian follicles or luteinization of the follicles and the formation of 
corpora lutea atretica, or both, may occur and are diagnostic of pregnancy. 
Tables showing the results of investigations are given, and a somewhat 
detailed account of the methods of application of the test are also described. 
The authors report the examination of 112 cases with positive results in 81. 
All the 81 patients were, or had been, pregnant. Of the 31 negative cases 
detailed accounts of their condition are given. One of these was shown, 
by other methods, to be pregnant, but frequent attempts had failed to 
carry pregnancy near term. Twenty-five normal women were examined. 
None of these produced a positive result in the test mice. These results 
show that the test is highly reliable and the best that has been brought 
forward up to the present time. 


The production of decidual cells in the ovary around a chorion-epithelioma. 

While studying a case of primary chorion-epithelioma of the ovary decid- 
ual cells were noticed in the ovarian stroma. The primary tumour occurred 
in a woman of 42 whose last pregnancy was six years before. The ovary 
was the size of a grape-fruit and contained large hemorrhagic areas; a 
small nodule of ovarian stroma was present at its lower end; in places there 
were strands resembling chorionic villi, The villi were bordered by 
syncytial masses deep to which were cells similar to Langhans’ cells. In 
the ovarian tissue outside the invaded zone there were sheaths of cells 
around the capillaries; these cells showed the typical microscopical 
characteristics of decidual cells, This appearance is due to the connective 
tissue cells surrounding the vessels becoming cedematous, and containing 
fibro-blasts which grow in size and multiply, forming a sheath round the 
vessels ; the protoplasm becomes granular. The author believes that the 
appearance of decidual cells is caused by the secretion of the chorion 
epitheliomatous elements. It seems that the hormone causing multiplica- 
tion of decidual cells in normal pregnancy may come exclusively from 
chorio-placental elements. It suggests the existence of a hormone which 
is secreted by the elements of the foetal placenta and determines the pro- 
duction of the characteristic cells of the maternal placenta or decidua. 


The management of. placenta previa. : 

To handle these cases one must always be prepared. To effect safe 
delivery one must control hemorrhage, combat shock, prevent infection 
and empty the uterus as safely as possible. Painless bleeding late iu 
pregnancy should arouse suspicion. A vaginal examination should not 
be made until preparations have been made to handle the case if 
bleeding starts or is increased. Before making a vaginal examination 
the patient should be in the delivery room, with packing, instruments and 
sterile solution ready ; and a donor should be ready to give blood. Further 
preparation should also be made so that Cesarean section can be 
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immediately carried out. When these preparations are impossible tampon- 
nading, under the best possible conditions, should be done. Only up-to-date 
hospital equipment offers the best facilities for the treatment of placenta 
preevia, If bleeding is severe blood transfusion should be begun, if possible, 
before the patient shows symptoms of loss of blood. For shock, intra- 
venous infusion of gum-glucose is preferable, Gum-acacia, six per cent, 
with glucose, 30 per cent, sustains the blood-pressure for a longer period 
than glucose alone; 400 c.c. to 1,000 ¢.c. should be given at the rate ot 
four to six c.c. per minute, at a temperature of 105°F. Infection must be 
prevented by careful technique, and vaginal examinations should be limited 
in number; but at least one is necessary. In the management of the 
marginal type in multiparze it is only necessary to rupture the membranes, 
when the head will act as a tampon. In the more severe types version by 
the method of Braxton Hicks is advocated. The author, however, prefers 
Voorhees’s bag. This may be placed outside the membranes or inside 
after puncture. Four per cent mercurochrome may, for antiseptic purposes, 
be injected into the vagina from time to time while the bag is in situ. 
It is preferable to use a large bag, a number five if possible, as delivery 
can then be effected when it comes out. Immediate delivery must follow the 
expulsion of the bag, because increased bleeding is apt to follow its 
expulsion. Version and extraction is the method of choice for delivery. 
It is the most rapid and the baby acts as atampon. A hasty delivery may 
tear the friable lower segment of the uterus, when the implantation is 
low.. The third stage of labour must be carefully watched. The routine 
followed after delivery of the baby is to deliver the placenta manually, 
pack the uterus, cervix and vagina with gauze, and give pituitrin and ergot 
hypodermically. If the cervix has been lacerated, repairs should 
be done immediately. Sponge forceps are excellent to expose the thinned 
and folded cervix. Forty-day chromic catgut is preferred as a suture 
material. In packing the uterus, cervix and vagina, iodoform gauze is 
used and the packing must be done very tightly. In cases of central 
implantation of the placenta with a closed cervix, Caesarean section is pre- 
ferable. It is also the method of choice at or near term if a living child is 
desired. The third stage of labour after Caesarean section calls for packing 
with gauze via the abdominal incision, and if bleeding continues in spite 
of packing, hysterectomy must be considered. Czesarean section is rapidly 
gaining favour as the method of delivery in these types of placenta previa. 


Recent research on the xtiology of puerperal fever. 

In 1928 the Scottish Board of Health published a report on maternal 
mortality in Aberdeen. Puerperal sepsis was found to be due chiefly to 
streptococcus heemolyticus, and the mode of infection was by droplets 
sprayed from the throats of carriers. A second report showed other 
organisms, such as bacillus coli, bacillus proteus, staphylococcus, gono- 
coccus, pneumococcus, diphtheroid bacilli and streptococcus viridans. In 
76 per cent of the reported cases the streptococcus hzemolyticus was found 
in the uterus, and in 23 per cent it was found in the blood. The organism 
f®as found in 93 per cent of cases in which secondary suppuration occurred. 
In conclusion it is emphasized that every care should be taken to secure 
asepsis of the hands, teeth and throats of all the attendants, and to investi- 
gate every septic focus in the patients or attendants. 
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The effects of hypertonic saline in the toxemias of later pregnancy. 

These authors have found that patients who have had convulsions and 
have been admitted to hospital for observation have not shown an aggrava- 
tion of symptoms, but rather an improvement when given a diet rich in 
proteins. They had previously contended that it was not the protein in 
the diet but the sodium chloride which was the aggravating agent, 
Chloride of soda and bicarhonate of soda have been shown definitely to 
aggravate the symptoms of albuminuria in nephritis. It has been said that 
in eclampsia they increase the subcutaneous cedema but relieve the 
symptoms of convulsions and. high blood-pressure. The authors declare 
this to be fallacious, and give tables of four cases to support their contention 
that the use of hypertonic salines in the toxeemias of later pregnancy is 
harmful. The use of salines, however, seemed to have an effect in pre- 
cipitating labour. 


Sterility. 


Several basic requisites for fertility are mentioned, namely, the normal 
production of spermatozoa and their delivery along the male passages. 
The female passages must admit of their transmission and also of the 
descent of the ovum. The endometrium must be healthy to allow 
embedding and development of the ovum. A complete examination of 
both husband and wife is necessary. Good general health is essential 
to the production of healthy germ cells. In poor health spermatozoa may 
show all degrees of poor vitality, and in the female ovulation may cease. 
Deficiency in vitamins and calcium may produce sterility. Maldevelopment 
of the ovary or the testis is said to have a bearing on sterility, as well as 
disturbance of endocrine function. Diagnostic methods for estimating the 
fertility of both the male and the female are discussed in considerable 
detail, including the examination of the semen after it has been deposited 
in the vagina, together with an investigation of the condition of the 
endometrium and the patency of the Fallopian tubes, 


Hyoscine (scopolamine) amnesia in labour. 

A report is made of 28 cases of labour satisfactorily treated with hyoscine 
hydrobromide without morphia. While morphia and the other opium 
alkaloids depress.the respiration in the new-born child, hyoscine appears 
to be comparatively harmless in this respect. The author gives hyoscine 
hydrobromide in a dose of a hundredth of a grain at half-hourly intervals 
for three doses, and then every two hours, The first injection was given 
when the pains were recurring at intervals of five minutes. The hyoscine 
did not stop the progress of labour in any of the cases. Nearly all the 
patients had good pains and the placenta was quickly delivered. In all 
the cases the pains appeared to increase in strength and frequency as a 
tesult of the hyoscine. The amnesia was perfect in 22 cases. 


J. Lyle Cameron. 


The Medical Journal of Australia. 
April 11, 1931. 
*The excretion of intravenously injected sodium thiosulphate during 


uncomplicated human pregnancy. Adolphe Bollinger and M. S. §S. 
Earlam. 
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May 9, 1931. 
*The diagnosis and treatment of some obstetric abnormalities, J. C. Win- 
deyer. 
May 23, 1931. 
Acute amaurosis during pregnancy without signs of toxeemia: report on 
a case. Brian H. Swift and A, L. Tostevin. 


The excretion of intravenously injected sodium thiosulphate during uncomplicated 
human pregnancy. 

Sodium thiosulphate was introduced by Nyiri nine years ago for 
estimating renal function. The drug is given intravenously, and in health a 
certain precentage of the drug is excreted unchanged in the urine. In 
cases of impaired renal function the percentage excretion becomes depressed 
to an extent varying with the severity of the lesion. It was observed that 
there is a depressed excretion in the pregnant bitch for which no renal 
dysfunction could be found to account. The authors have carried out 
experiments on the human subject. The patients were undergoing treat- 
ment for venereal diseases in the last few months of their pregnancies. 
It was found that there was a constant depression of the output of sodium 
thiosulphate below the normal, that this occurred in the later months of 
pregnancy and did not, as a rule, persist after delivery. In a few cases 
the excretion was very low, and this depression persisted for a variable 
time after delivery, in one case for 12 months after the confinement. In 
none of these cases was there any evidence of renal insufficiency or 
toxzemia, The authors consider this depression to be a normal physio- 
logical process, Those cases in which marked and prolonged depression 
occurred are cases which exhibited to a marked degree evidence of the 
general metabolic disturbances normally associated with pregnancy. 


The diagnosis and treatment of some obstetric abnormalities. 

In this paper the author considers some aspects of the abnormal 
conditions met with in the practice of obstetrics. In dealing with occipito- 
posterior position of the cervix, stress is laid on the importance of antenatal 
diagnosis of the condition and on the danger of not recognizing the cause of 
the delay in labour before applying the forceps. The indications for inter- 
ference are: (1) Early rupture of the membranes, (2) Slow engagement 
of the head in the brim. (3) Hearing the foetal heart not only in the flank 
but also in the opposite anterior lower quadrant of the abdomen, due to the 
deflexed attitude of the child. Douglas Miller of Edinburgh recommends 
that manual rotation of the head should be performed as a routine at or 
near the commencement of the second stage if the above indications are 
present. Disproportion between the foetal head and the pelvic brim is 
discussed, and the author illustrates a method of estimating the relative 
size of the head and brim. The size of the foetus may be approximately 
estimated by the height of the head above the symphysis pubis. In a 
child of average ‘size this should not measure more than 11 inches, the 
head not being fully engaged. More frequent use of the Walcher’s position 
is advocated. The optimum time to perform external version in breech 
presentation is discussed. When performed between the thirty-second and 
the thirty-third weeks six per cent recurred, whereas when performed after 
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the thirty-fifth week 8.5 per cent recurred (Gibberd’s figures). A detailed 
description of the operation is given, the author lamenting the only too 
brief account usually given in the textbook. 


D. H. MacLeod. 


The American Journal of Obstetrics and Gynzcology. 
January, 1931. 
*Age period changes 1n the cervix uteri, with special reference to the 
development of cancer. N. Freedman. 
* Etiological factors in carcinoma of the cervix. F, Smith. 
*Nephritis in pregnancy. E. Stieglitz. 
*A statistical study of placenta previa at the Johns Hopkins Hospital. 
C. Peckham, 
*The radiation treatment of amenorrhcea and sterility, with a report of 
cases so treated. I. Kaplan. 
*The arsenic content of the human placenta following arsphenamine 
therapy. N. Eastman, 
*The co-ordination of the uterus in labour. I,. Rudolph and A, Ivy. 
Rhabdomyosarcoma of the corpus uteri. P. Shapiro. 
Krukenberg tumours of the ovary. A. Bennett and M. Douglass. 
Twin papyraceous feetfis in triplet pregnancy, with the report of a case. 
K. Beierlein. 
*Aniline poisoning in the new-born, with a report of 13 cases. A. Wein- 
berg. 
A case of nosencephalus with eventration of the abdominal and thoracic 
organs. Polyhydramnios and other anomalies §. Polayes and J. Soifer, 
Report of two cases of twin pregnancy with early death of one foetus. 
T. Parks. 
*Pregnancy as a complication of neurofibromatosis, I, Kushner, 
A case of intra-abdominal heemorrhage from the rupture of a uterine vein 
during pregnancy. H. Falk. 
Hemorrhage into the hydatid of Morgagni simulating acute appendicitis. 
A. Heinrich. 
A case of chronic menorrhagia cured by galvanic dilatation and zinc 
chloride ionization. V. Pedersen. 
A rachitic Neegele type of pelvis with faulty inclination and marked 
spinal deformity. J. Jacobs. 
Mono-amniotic twins with twisted cords. T. Williams. 
A case of uterus unicornis with a rudimentary left uterus and a right 
ectopic pregnancy. D. Hart. 
Pregnancy in a uterus bicornis unicollis with the child occupying one 
horn and the placental site a portion of both. W. Micheel. 
Hemiplegia complicating pregnancy. P. Perkins. 
A case of pregnancy complicated by multiple fibroids of the uterus. 
J. Gill. 
A. new obstetric forceps. E. Zweifel. 

























February, 1931. 
*The cetiology and significance of necrosis (infarction) of the placenta: a 
biological and histological study. T. Montgomery. 
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The management of the third stage of labour, with special reference to 
blood loss. I. Calkins and E. Plass. 

*A comparison of the results of surgery and of radiation in the treatment 
of cancer of the cervix. T. Jones. 

The sedimentation rate in gynecology and obstetrics. A. Mathieu, F. 
Trotman, H. Hoskins, E. Osgood and J. Albert. 

Observations on the functional. menstrual disturbances of adolescents. 
E. Plass. 

Heemorrhage in the early months of pregnancy. W. Hendry. 

Accidental hemorrhage—ablatio placentze. J. Polak. 

*Placenta preevia.. A. Bill. 

*Pregnancy and labour in the elderly primipara. J. Quigley. 

*The treatment of hyperemesis gravidarum. H. Van Wyck. 

Venoclysis : the continuous intravenous administration of glucose. W. 
McConnell. 

Choriomas. H. Schmitz. 

Obstetrical morbidity and end-results, T. Welton and V. Mazzola. 

Vaginal repair. A. Rongy. 

Observations on toxeémic nephritic group cases with special reference 
to classification. F. Kellogg. 

Application in forceps extraction, P. Harper. 

Matin sleep. G. Chandler. ; 

Report of the Committee on Maternal Welfare. 


March, 1931. 
*Certain new observations on the action of the anterior lobe of the pituitary 
gland. L,. Kraul. 
*Molinia vulvovaginitis. E. Plass and I. Borts. 

A-case of floating uterus with calcified pedunculated fibroids presenting 
aneurisms of the aorta and right innominate artery. B. Archer and 
M. Greenberg. 

*The myostagmin reaction in the diagnosis of uterine cancer. I,. Schneider. 

Psychotherapy in the gynzecological service. M. Mayer. 

“Trichomonas vaginalis in pregnancy. P, Bland, I. Goldstein and D. 
Wenrich. 

A study of neonatal deaths occurring in 6,000 consecutive deliveries. E. 
Lyon and G. Bemis. 

The Report of the Committee of the Obstetrical Society of Philadelphia 
upon the incidence and treatment of the toxcemia of late pregnancy in 
Philadelphia. E. Schumann. 

The teaching of obstetrics and maternal a P. Findley. 

*An analysis of 128 interposition operations. P. Meshberg. 

*A simple and rapid procedure for the laboratory diagnosis of early preg- 
nancy. M. Friedman and M. Lapham. 

*Thymophysin in selected cases of uterine inertia. (>. Bauer. 

Selected Abstracts: The pathological puerperium. 


April, 1931. 
*Studies on uterine hemorrhage. C. Fluhmann and D. Morse. 


“The treatment of irregular uterine haemorrhage by the female sex hormone, 
M. Goldstine and S. Fogelson, 
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A study of the heemoglobin cell volume per cent and red cell count, intra- 
partum and post-partum, with observations on relation to morbidity. 
H. E. Harvey. 

*The induction of labour by artificial rupture of the membranes, A. Gutt- 
macher and R. Douglas. 

The cervical Ceesarean section. I. Phaneuf, 

Atelectasis, asphyxia and resuscitation in the new-born. P. Coryilos. 

The mechanism of labour from the neurologist’s point of view. 
B. Crothers. . 

The Drinker respiratory treatment of the immediate asphyxia of the new- 
born. D. Murphy, R. Wilson and J. Bowman 

The treatment of post-natal asphyxia. P. Flagg. 

The inhalation method of resuscitation from asphyxia in the new-born. 
Y. Henderson. P 

*Hemangio-endothelioma intravasculare of the ovary. F. Soval and V. 
Carabba. 

*A review of the treatment of the cases of placenta praevia at the Brooklyn 
Hospital for the past 10 years. W. Nelms. 

The place of the Porro operation in modern obstetrics. S, Rosenfield. 

Post-partum care. C. Galloway. 

Ovarian cyst complicating pregnancy. C. Caverly, 

Selected abstracts—The pathological puerperium. 


Age period changes in the cervix uteri, with special reference to the development 
of cancer. 


In all, 124 specimens of cervices have been examined in this study, the 
object of which was to gain a comparative view of the cell-changes of the 
cervix and their possible connexion with the genesis of cancer. Rests of 
basal squamous epithelium may remain in the cervical mucosa during the 
later months of foetal life. This may be one factor in the production of 
cervical carcinoma, but most clinical writers hold that the cervicitis re- 
sulting from lacerations at child-birth is one of the primary <etiological 
factors. Several authors hold that an erosion can become cancerous through 
overgrowth of the new squamous epithelium. 


In this paper the inflammatory cervices have been grouped under the 
following subdivisions : (a) erosion; (b) epidermidalization (metaplasia) ; 
(c) hyperplasia of the squamous epithelium, and (d) hyperplasia of the 
glands. The author has been struck by the ready interchangeability 
between the two epithelia, The most frequent change is from columnar into 
squamous epithelium, but the author has noted marked growth of the 
squamous layers in erosions. The cervical epithelium is in a state of 
imbalance which is exaggerated by injury. On the question of the 
existence of a precancerous condition in the cervix, the author sides with 
those who hold that this ill-used term is applicable when there is close 
juxtaposition and irregular arrangement of the cells, with loss of all the 
boundaries coupled with changes in the chromatin network and of staining 
ptoperties. The author’s practical conclusion is that in the prophylaxis 
of cancer the early repair of cervical lacerations is essential, 
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A tiological factors in carcinoma of the cervix. 

The author thinks that the etiology of carcinoma of the cervix has 
been neglected. Predisposition, chronic irritation, infection, loss of 
physico-chemical balance, trauma, erosions and bacterial action have been 
suggested as possible cancerogenic influences. With these factors in mind, 
a series of cases of known carcinoma of the cervix has been compared with 
a similar number of controls in the hope of finding possible causal factors. 
Poor multipare have been selected as the class most frequently affected, 
and in each group more than 200 patients have been personally interviewed. 
4yv a comparison of the two groups, five other possible factors have 
appeared :— 

1. The length of time between marriage and child-birth and its relation 
to the use of contraceptives. 

2. The striking increase in the number of cancer patients who had 
used douches of lysol. This the author attributes to the presence of coal- 
tar derivatives in lysol. 

3. The number of instrumental deliveries. There were nearly five times 
more deliveries by the forceps in the cancer than in the control group. 

4. The occurrence of dry labours shows an astounding difference (60.9 
per cent in the cancer group as opposed to only 20.3 per cent in the control 
group). The apparent importance of dry labour is accentuated by the 
fact that 20.9 per cent of the cancer patients had more than one dry labour 
against 4.4 per cent in the other group. 

5. The absence of treatment for cervical laceration is taken as an 
important factor in spite of the fact that the majority of the controls had 
a vaginal discharge. The author meets this by pointing out that 77.7 per 
cent of the controls received treatment for the discharge as opposed to 
only five per cent of those who developed cancer. He therefore considers 
that the absence of treatment for a vaginal discharge constitutes an <etio- 
logical factor of importance. The incidence of cancer rises steeply when 
two or more of these factors are combined, 


Nephritis in pregnancy. 

A clinical review of 55 cases of hypertension and nephritis in pregnant 
women permits of their classification into the four following groups :— 

(a) Albuminuria of pregnancy (renal fatigue syndrome) was found in 
40 per cent. The group is characterized by the late and often abrupt 
onset of symptoms, the relatively low average level of arterial tension 
and the presence of albuminuria and moderate cedema, The characteristic 
of this group is the return to normal health after delivery. This is in sharp 
contrast with group (c). 

(b) The eclamptic and pre-eclamptic syndrome presents a different 
clinical picture. The onset is in the second half of pregnancy and is 
frequently abrupt; the intoxication is more profound and jaundice may 
be présent in contrast with its complete absence in groups (a) and (b). 
The average systolic and diastolic tension is considerably higher. The 
group has a relatively poor immediate prognosis but a good late prognosis. 

(c) This group comprises cases of pre-existing hypertension or renal 
disease’ with exacerbations in pregnancy. In contrast with the other 
groups the onset of the symptoms is insidious, occurs much earlier and 
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is associated with much more pronounced hypertension. The average 
blood-pressure in this group was 194/148. The very high average diastolic 
hypertension is remarkable. At the end of the puerperium the blood- 
pressure does not become normal and albuminuria is still present. The 
outlook is very poor. In this series 80 per cent were in poor or bad con- 
dition three years after the confinement. Each successive pregnancy leads 
to further renal degeneration and arterio-sclerosis. 

(d) The addition of complications to patients in the other groups pro- 
duces a problem which is individual and does not concern the main theme 
ot this report. 

The author considers that efficient therapy can be obtained only through 
the proper recognition of the type of disease, the cause and the condition 
of the patient. 


A statistical study of placenta previa at the Johns Hopkins Hospital.. 

During the 34 years which have elapsed since the opening of the 
hospital, there have been 146 cases of placenta preevia out of a total of 
36,000 admissions. The present paper is a statistical study of the cases 
with special reference to the incidence, and the maternal and fcetal 
mortality. The author concludes that :— 

1. The incidence of placenta praevia is about one in 500 deliveries. 

2. The maternal mortality (8.64 per cent) is still high but has been 
improved by earlier treatment and by blood tratisfusion. 

3. When the patient is treated early and delivered slowly the mor- 
tality is low, whereas the mortality is highest among those who are 
delivered immediately after admission or before the condition has been 
improved by intravenous therapy. 

4. The incidence of premature labour is high and the danger to the 
mother is in inverse proportion to the duration of pregnancy. 

5. About 15 per cent of cases occur in primipare but the mortality is 
higher among multiparse and increases with the age of the patient. 

6. Puerperal infection occurred in over half of the cases but only one 
died. 

7. Hemorrhage accounted for 13 out of 16 of the deaths. Omitting the 
cases in which women were admitted almost moribund and those in which 
death was unrelated to placenta praevia the corrected mortality was 5.8 
per cent. The corrected child mortality was 38.7 per cent. 

8. The author regards the transfusion of blood as the best method of 
reducing the maternal death-rate. The hydrostatic bag is advocated as 
the best although far from the ideal method of treatment. He deplores 
the indiscriminate use of Cesarean section. Braxton-Hicks’s version was 
employed only three times in the series. 


The radiation treatment of amenorrhea and sterility, with a report of cases so treated. 

In no part of gynecology, except endocrine therapy, is there so much 
confusion as the application of radiant energy. Ira Kaplan has treated 
100 cases. In over 60 per cent of the traced cases the patient ‘menstruated”’ 
at least once. About 25 per cent of the married women became pregnant. 
Normal children were born. A lange number of references is given but 
clinical details are not given. 
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The arsenic content of the human placenta following arsphenamine therapy. 

It appears that arsenic is retained in the placenta for as long as 15 days 
alter the last injection. The retention is chiefly in the foetal portion and is 
cumulative. 


The co-ordination of the uterus in labour. 

In this valuable contribution the authors present an argument in sup- 
port of the theory that the uterus possesses a co-ordinating mechanism 
which regulates not only the sagittal halves but also its transverse seg- 
ments. The observation of two cases of asymmetrical contractiotis of the 
uterus in labour suggested this investigation. The details are interesting. 

CasE 1. In a primipara of 21 it was noticed that the upper left part 
of the uterus ballooned out with each uterine contraction so as to appear 
like a cyst eight centimetres in diameter, During a pain this area did 
not harden. It contained the breech. The rest of the uterus contracted 
normally. The uterus was symmetrical between the pains, but displaced 
to the left during contractions. Caesarean section was seriously considered, 
but after spontaneous rupture of the membranes evidence of ballooning 
was not observed and labour was completed normally. Post-partum 
examination did not disclose any malformation of the uterus. 

CasE 2. This case was not so obvious. The patient was a young primi- 
para in whom, during the early part of labour, the left half of the uterus 
contracted normally, while the right remained soft. Ballooning did not 
occur. As labour ‘progressed, and even before rupture of the membranes, 
the contour of the uterus became normal and the contractions of the two 
sides were normal. Labour was completed with the forceps when the 
head was low in the cavity of the pelvis; there was some post-partum 
hemorrhage. 

A review of the comparative anatomy, embryology and physiology of 
the uterus shows that its two halves, except.when fused, act independently. 
Observations on dogs show that there is an intrinsic and extrinsic co- 
ordinating mechanism and that one may serve, in part at least, the 
function of the other The intrinsic centre lies in the myometrium and 
the extrinsic in the utero-vaginal ganglia. 

The production of the ballooning in Case 1 is explained as due to a 
functional paralysis of the co-ordinating mechanism at a point near the 
cornu. The rupture of the membranes operated so as to remove the 
inhibiting factor. In the second case the author’s explanation appears 
to. be that there was a lag in the mechanism which, at first, delayed the 
contractions in the right half but later became normal. There is a long 
list of references. 


Aniline poisoning in the new-born, with a report of 13 cases. 

The author reports the sudden onset of cyanosis and other alarming 
symptoms in a number of new-born infants which he has traced to the 
marking ink used for infants’ garments, which were marked with a heavy 
stamp and used unwashed. 


Pregnancy as a complication of neurofibromatosis. 
Kushner reports three cases of pregnancy associated with Von Reckling- 
hausen’s disease. Pregnancy and labour were not affected. 
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The etiology and significance of necrosis (infarction) of the placenta: a biological 
and _ histological study. 

The necrosis of the placenta is a physiological phenomenon which is 
indicated by degeneration of the syncytium and the intravillous fibrin 
deposits. It is suggested that the degeneration is the result of the action 
of protective ferments. The necrosis passes through well-defined ‘stages. 
It is not more frequently found in toxic cases and there is no evidence 
that infarcts cause toxemia. Hzematomata of the placenta are to be 
distinguished from necrosis. Their etiology is the same as that of 
accidental haemorrhage and are, or may be, associated with nephritic 
toxemia. 


A comparison of the results of surgery and of radiation in the treatment of cancer 
of the cervix. 
In this series 325 cases of carcinoma of the cervix were seen and 241 
were treated. Of 97 patients radiated over five years ago 25 are reported 
to be alive and well. Patients not traced are counted as dead. The average 
duration of life of these who died was 14 months. The cases are not 
grouped in reference to the stage of the disease. 


Placenta previa. 
The author thinks that we should be radical in the treatment of placenta 
preevia and perform a Czesarean section whether the child is alive or dead, 


unless the os is considerably dilated. In this event he advises rupture of 
the membranes or version. 


Pregnancy and labour in elderly primipare. Z 7 
The author’s study of 304 cases will help to kill the time-honoured 
fallacy that pregnancy and labour in elderly primiparee carry a great risk.. 
He finds that they did not suffer more than the average nausea and 
vomiting. They were not more liable to abortion or premature labour. 
The death-rate among the infants was not above the average. Dry labours 
were frequent but they were shorter than those in which the membranes 
ruptured later. The labours were shorter than in the average primipare. 
There was, however, a slight increase in the liability to toxemia, to 
funnel-shaped pelves and te abnormal presentation. There was a well 
justified tendency to deliver by Czesarean section. The number of cases 
in which delivery had to be completed by the forceps was above the average. 


The treatment of hyperemesis gravidarum. : 
The four factors, starvatien, dehydration, hepatic derangement and 
neurosis demand treatnient by isolation, sedatives, daily intravenous 


glucose (3,000 c.c. of a ro per cent solution), carbohydrates and proteins by 
the duodenal tube. 


Certain new observations on the action of the anterior lobe of the pituitary gland:- 

The conclusions which Kraul has drawn from his experimental work 
are that the whole pituitary gland can produce the two hormones:‘whiclr 
stimulate the development of follicles and activate the lutein tissue. The 
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anterior lobe of the pituitary gland is influenced by the ovary and the 
placenta ; it does not absolutely control the ovarian cycle. A cyclic function 
of the pituitary is probable but unproved. 


Molinia vulvovaginitis. 

Molinia of various types are frequently present in the vaginal secretions 
of patients suffering from vulvovaginitis and appear to be the cause of 
such symptoms as itching, smarting, pelvic congestion and local tender- 
ness. The symptoms are worse in the premenstrual period. The con- 
dition may be latent but liable to exacerbations. There may be thrush- 
like patches on the vaginal mucosa. In most cases there is. intense 
reddening of the mucosa or a granular vaginitis. The perineal skin may 
be excoriated and is liable to a secondary infection. The discharge may be 
scanty or profuse. It is generally highly acid. Pregnancy and diabetes 
appear to be predisposing factors. The disease only appears during 
menstrual life. It may undergo spontaneous cure, especially after delivery. 
The local application of one per cent watery gentian violet is the best 
method of treatment. 


The miostagmin reaction in the diagnosts of uterine cancer. 

The miostagmin reaction depends upon the reduction of surface tension 
of certain sera in the presence of an antigen (in this case normal caproic 
acid) thereby giving an increaséd number of drops per unit of time. The 
exact technique is given. The author finds that the test is of real value, 
especially in cases treated with radium, provided the clinical condition is 
taken into account. The reaction may be obtained in cases of sarcoma. 


Trichomonas vaginalis vaginitis in pregnancy. 

Specimeis collected from 300 pregnant women at an.ante-natal clinic 
revealed the presence of trichomona in 21 per cent. Only 13 per cent of 
the patients complained of local symptoms. 

Vigorous and repeated mechanical cleansing is regarded as the most 
important step in treatment. ‘The authors believe that the parasite is 
pathogenic in some cases, although they admit that all observers are not 
agreed upon the point. 


A study of neonatal deaths occurring in 6,000 consecutive deliveries. 

This study of the neonatal deaths in 6,000 consecutive ward deliveries 
shows that the infant was lost in 1.95 per cent of the deliveries, Eighty- 
two per cent of the mothers had attended an ante-natal clinic. There were 
58 premature babies, and in 42 the prematurity was the cause of death. 
There were 55 normal deliveries. Of the abnormal deliveries 62 were 
forceps cases, 16 breech presentations, 15 versions, one vaginal and three 
abdominal Ceesarean sections. Eighty-six of the 110 mothers had normal 
pelves. 

Post-mortem examinations were done on 67 babies and nearly 4o per 
cent had cerebral hemorrhage. The deaths in 49 of the infants were 
unavoidable owing to congenital anomalies. Nine of the avoidable deaths 
were due to communicable diseases and three resulted from accident. Among 
13 intra-partum deaths which the authors think might have been avoided 
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there were 10 in which earlier operative interference might have been 
employed, and one in which it was employed too soon. In another, the 
use of a smaller bag would have been wiser and in one Caesarean section 
would have saved the child. 


An analysis of 128 interposition operations. 

Meshberg finds that no matter what form or method of operation a 
surgeon selects for the correction of prolapse, the average failure was 
10 to 12 per cent. In this series of interposition operations he has had only 
6.5 per cent of anatomical failures and 7.6 per cent of symptomatic failures. 
One patient died from the operation. 


A simple and rapid procedure for the laboratory diagnosis of early pregnancy. 
The authors point out that there are certain practical difficulties in 
keeping mice for the Zondek and Aschheim test. They have employed 
intravenous injections of the suspected urine into unmated rabbits. The 
formation of corpora lutea within 48 hours constitutes a positive reaction. 
They have not yet been wrong in g2 cases. 


Thymophysin in selected cases of uterine inertia. 

Thymophysin used for the purpose of producing satisfactory labour 
pains in six selected cases of uterine inertia was successful in two, aided 
the dilatation in one, failed in one and produced uterine tetany in two. 
The dose given was seven minims. The author concludes that the 
pteparation is not reliable. 


A new method for determining the patency of the Fallopian tubes in the course of 
abdominal operations. 
The author’s method is to occlude the lower part of the uterus with a 
special clamp and then inject normal] saline into the cavity of the uterus 
through a needle thrust through the uterine wall. 


Studies in uterine hemorrhage. 

This is an analysis of 507 cases of non-pregnant uterine bleeding. The 
author attempts to correlate the type of bleeding with the pathological 
lesion. Thus :—Menorrhagia is due to some factor which interferes with 
the contractile power of the uterus; irregular bleeding is due to ovarian 
dysfunction; bleeding which begins with a menstrual flow but continues 
for a long time is due to a polypus; similar bleeding beginning between 
the periods is due to sudden inflammatory destruction of the corpus luteum. 


The treatment of irregular uterine hemorrhage by the female sex hormone. 

The authors have treated a number of cases of irregular bleeding by 
means of an aqueous cestrous-producing hormone extracted from the 
placenta. They were able to control the bleeding in 25 out of 31 women 
treated.. Notes on the cases are given. 


The induction of labour by artificial rupture of the membranes. 
Labour at, or near, term car be successfully induced by artificial 
rupture of the membranes. The authors have found that the efficiency of 
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the method is increased by the preliminary administration of castor oil 
and quinine. 


Hemangio endothelioma intravasculare of the ovary. 

The authors report an example of this very rare disease of the ovary. 
It occurred in a woman, aged 35, who complained of an abdominal swelling: 
The pedicle of the tumour had twisted. There was free fluid in the abdo- 
men. The opposite ovary was normal. She delivered a full-time chiid 
10 months later, and was iti good health: two years after the operation. The 
histology of the tumour was complex. ‘The cells were small and round, 
with little cystoplasm. In some areas the cells were closely packed and 
avascular, while in other places there was a large number of thin-walled 
vessels. In other places a very cellular stroma with cellular islands was 
to be seen, some of which appeared to contain red blood-vessels. 


A review of the treatment of the cases of placenta previa at the Brooklyn Hospital 
for the past ten years. 

The incidence of placenta praevia was 0.5 per cent. The maternal mor- 
tality was nine per cent and that of the foettis 68 per cent. The routine 
procedure for marginal placenta preevia is rupture of the membranes and 
a tight binder. Packing and version are also employed. They do not 
consider that Czesarean section is indicated in all cases of lateral or central 
placenta previa. They restrict this operation to those cases of full-time 
primiparee who have a long rigid cervix and a living and viable child. 


W. W. King 


Journal of the American Medical Association. 


Vol. 96, No. 15, April 11, 1931. 
*The cause of painful breasts; their treatment with ovarian residue. 
M. Cutler. 
The isolation of brucella abortus from a human foetus. C. M. Carpenter 
and R. Boak. 
Vol. 96, No. 19, May 9, 1931, 
#A modification of the Aschheim-Zondek test. H. L. Reinhart and E. Scott. 
*The treatment of placenta previa. M. P. Rucker. 
*Cysts of the Graafian follicle and corpus luteum as a cause of intra- 
abdominal hemorrhage. H. P. Miller. 
Vol. 96, No. 20, May 16, 1931. 
The so-called medical complications of pregnancy. P. A. Daly and 
S. Strouse. 
*The occipito-posterior position of the vertex : the treatment of more than 
500 consecutive cases. S. M. Dodek. 
The effects of female sex hormone on conception, (Current comment.) 
Vol. 96, No. 22, May 30, 1931. 
The treatinent of trichomonas vaginalis vaginitis. J. P. Greenhill. 
A veto on the prophylaxis of ophthalmia neonatorum. (Editorial,) 
Vol. 96, No. 24, June 13, 1931. : 
*Sarcoma of the ovary in an infant aged 10 months. A. K. Bates and 
G. Sincerbeaux. § 
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Vol. 96, No. 25, June 20, 1931. 


Impetigo contagiosa neonatorum, with a report of four epidemics. J. J. 
Swendson and S. R. Lee. 


The cause of painful breasts; their treatment with ovarian residue. 

The ‘author outlines Cheatle’s conception of the pathology of so-called 
chronic mastitis, and it appears that he accepts his views. He analyses 
the treatment of fifteen cases of painful breasts. In some of these cases 
different methods of treatment had previously been employed ; these ranged 
from X-ray therapy and diathermy to the administration of whole ovarian 
substance. Improvement did not follow the administration of any of these 
remedies ; ovarian residue was given with striking results in almost every 
case. Cutler details his conception of the method of action of the residue, 
and, while avoiding dogmatism on the question of dosage, he believes that 
the ovarian residue should be given in doses of five grains twice daily, 
commencing fifteen days before the menstrual period, and ceasing when 
the period begins. He admits that the doses must be varied to suit 
individual cases, especially if there is an appreciable increase in the actual 
ammount of blood lost at each period. 


A modification of the Aschheim-Zondek test. 

The difficulty of equipment of the average laboratory for the performance 
of the classical test is stressed. This is mainly due to the difficulty ot 
maintaining an adequate supply of immature mice. The investigators have 
chosen. rabbits as their test animals, and these appear to possess definite 
advantages. It is only necessary to have a supply of non-pregnant does 
which are over three months of age. The doe does not ovulate without 
copulation, and thus, without copulation, corpora heemorrhagica and corpora 
lutea cannot be formed under normal physiological conditions. The 
presence of the anterior pituitary hormone, however, can induce the 
formation of corpora lutea, and for this reason it would appear that the doe 
rabbit is the experimental animal of choice, That this is so is borne out by 
the author’s investigation of 150 cases in which there were only two cases 


in which the diagnosis failed to be subsequently confirmed by clinical 
methods. 


The treatment of placenta previa. . 

The author bases his conclusions on an investigation of 141 cases of 
placenta praevia which came under his notice. He points out that the 
significance of haemorrhage during the second half of pregnancy should not 
be minimized. He maintains that a pelvic examination should not be made 
until everything is in readiness for the treatment of placenta previa, He 
makes the statement that vaginal plugging, even as a temporary measure 
during the transport of the patient to hospital, does more harm than good, 
and in its place he advocates the administration of morphine alone. He 
recommends blood transfusion in selected cases. He advocates slow delivery, 
and if a bag is used he recommends extra-ovular replacement. He believes 
that in the interest of the child Czesarean section has a place in the 
treatment of both complete and partial placenta przevia, 
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Cysts of the Graafian follicle and corpus luteum as a cause of intra-abdominal 
hemorrhage. 


The author reviews the literature of the subject and quotes four cases 
which he has encountered. In three of these the hemorrhage arose from 
luteal cysts, while in the fourth it appeared to originate from the rupture 
of an organized ovarian haematoma, although the cause of this is not 
detailed. In one case the rupture was traumatic in origin. In one the 
heemorrhage was massive, resembling the hamorrhage of a ruptured tubal 
gestation. In the other three the intra-peritoneal hemorrhage was only 
moderate. Miller believes that, in view of the impossibility of determining 
the extent of the hemorrhage, immediate operation should be performed. 
He believes, however, that a few cases settle spontaneously, although it 
would appear to be unsafe to hope for this. When doubt exists as to the 
diagnosis he advises exploratory vaginal puncture. 


The occipito-posterior position of the vertex: the treatment of more than 500 con: 
secutive cases. 


The authors believe that the most important points in the accurate 
diagnosis of the condition are abdominal examination, auscultation, and 
rectal examination. They consider that vaginal examination is rarely 
necessary. A close watch on the progress of the labour is also most useful. 
Occipito-posterior positions occurred among 29.8 per cent of the 1,723 cases 
of vertex presentations in the Cleveland Maternity Hospital. The ratio 
of right posterior to left posterior was 1 to 0.82 respectively. Only a very 
small percentage of posterior positions rotated spontaneously after the 
second stage had lasted two to two and a half hours, and in view of the 
liability to intracranial hemorrhage in the child after this time, they 
recommend correction and delivery before this time has elapsed, Internal 
podalic version is the method of choice for delivery of foetiis in the persistent 
posterior position, when the head is arrested at the pelvic brim. He 
believes that the high forceps operation should never be performed, He 
pays a tribute to the Scanzoni manceuvre as modified by Bill, and in a 
considerable number of his cases rotation was performed by the forceps. 
In those cases in which the head has rotated into the transverse diameter 
he applies the forceps and completes the delivery, using a single cephalic 
application of the instrument. He deprecates the practice of manual 
rotation because of the complications arising from displacement and rotation 
of the head, but says that when these complications do not occur the 
results are very satisfactory. He condemns the practice of delivery in 
the persistent posterior position on the ground that it is unnecessary, and 
is attended by danger to the child. 

The statistics of the investigation showed that 148 fcetfis out of a total 
of 514 cases of posterior position of the occiput rotated spontaneously. 
The remaining 366 cases were delivered as follows : 59 by internal. podalic 
version, 276 were rotated by the forceps, 12 were rotated manually and 
extracted by the forceps, and one was delivered in the persistent posterior 
position, The remaining 1§ were delivered by Ceesarean section. The 
foetal mortality for all full-time babies, from all causes, was 3.9 per cent, 
and pulmonary emboli accounted for two maternal deaths, 





Review of Current Literature 651 


Sarcoma of the ovary in an infant aged 10 months. 

In ‘a review of the literature the authors indicate the rarity of the 
condition in infants. The case under review occurred in a child aged 
10 months. The previous history of the infant was irrevelant. Symptoms 
of sub-acute intestinal obstruction first attracted attention, and a mass 
was palpable in the right iliac fossa. A diagnosis of intussusception was 
made and laparotomy was performed. A soft jelly-like tumour was found 
to arise from the right ovary, and in the process of its removal it was 
ruptured. The child died within a few days. At autopsy a similar tumour 
was found arising from the left ovary. On section the tumours were found 
to be spindle-celled sarcomata with numerous areas of degeneration. 

C. D. Read. 


Gynécologie et Obstétrique. 
Vol. xxiii, No. 4, April, 1931. 
*The co-efficient of Maillard used as a diagnostic and prognostic sign in 
severe vomiting of pregnancy. Voron and Pigeaud. 
The surgical orientation of obstetrics. Turenne. 
On the permeability of the Fallopian tubes -in the foetus, and their 
congenital impermeability. Markoff. 
The treatment of cancer of the uterus by radium. Donaldson. 
Vol. xxiii, No, 5, May, 1931. 
*Information obtained from an analysis of the fatal cases of conservative 
lower segment Ceesarean section. J. Kreis. 
Epinephrin in the treatment of contraction-ring dystocia. Rucker. 
On superficial cancer of the cervix. A. Babes. 
Is it always easy to diagnose an extra-uterine pregnancy? Stavridés. 
Hydatidiform mole and cysts of the ovaries. Maroudis, 
The treatment of uterine prolapse. W, Fletcher Shaw. 


The co-efficient of Maillard used as a diagnostic and prognostic sign in severe vomit- 
ing of pregnancy. 
The authors report an analysis of 15 cases of severe vomiting of preg- 
nancy in which they supplemented clinical observation by repeated 
estimation of Maillard’s coefficient, 


Urea N+ Ammonia N+Amino-acid N 





Ammonia N+Amino-acid N 


They define cases of severe vomiting as those characterized by a rapid 
wasting (more than several kilogrammes), an absolute intolerance of solid 
or liquid diet, a permanent acceleration of the pulse-rate, oliguria and 
acetonuria. In normal pregnancy, about the end of the fourth month, they 
find that the coefficient remains at its normal level of about 6.85; it then 
rises slowly as pregnancy progresses, reaching a level of about 11.32 at 
the end of the eighth month, falls slowly during the last month to give 
a reading of 7.50 at term. In all cases of severe vomiting they found a 
value of 11 or higher. From their observations on 15 cases they conclude :— 

1. When Maillard’s coefficient is less than 15 a favourable prognosis 
can be given, provided that suitable medical treatment is immediately 
undertaken. 
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2. When Maillard’s coefficient is greater than 25 the case is a very 
severe one, and termination of the pregnancy must be considered unless 
the patient improves very rapidly. 

3. When Maillard’s coefficient lies between 15 and 25 it does not 
warrant a positive prognosis, but repeated estimations will furnish a curve 
which is a guide to the progress of the patient, 


Information obtained from an analysis of the fatal cases of conservative lower seg: 
ment Cesarean section. 

The paper is based on a study of twelve maternal deaths following 
305 lower segment Czesarean sections since 1918. There have been no 
deaths in the last 80 cases of the series. The indications have been 
contracted pelvis after a serious trial labour, placenta przevia (more and 
more frequently), prolapse of the cord, and impacted shoulder presentations. 
The author conducts his trial of labour by rupturing the membranes when 
the dilatation of the cervix is still small, and controls the uterine con- 
tractions by means of injections of spasmalgine. At the end. of 10 hours, at 
the most, of such trial labour he decides on Ceesarean section or vaginal 
delivery, but the decision should be made as early as possible. It is agreed 
that the result of interference depends on the resistance of the patient, 
but the author states that careful suture of the incision in the uterine 
muscle (which is always made vertically) is of the greatest value in 
preventing infection. Kreis is in favour of early treatment with novar- 
senobenzol in cases of threatened infection in the puerperium. 

A. A. Gemmell. 


Bulletin de la Société d’Obstétrique et de Gynécologie. 
No. 3, March, 1931. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS, 

Spontaneous expulsion of a pregnancy after retention for thirteen months. 
Le Lorier, Brodin and Delaporte. 

Note on a rare complication of uterine fibromata; intraperitoneal 
heemorrhage. R. Chabrut. 

*The indications for radiotherapy in ovarian cancer, Moulonguet and 
Mallet. 

Seminoma of the ovary and the post-operative radiotherapy of ovarian 
cancer. Antoine Béclére. 

Gigantic cyst of the ovary. Sylvain Mossé. 

Knot of the umbilical cord. H, Vignes. 

*On the presence of streptococci in the phatynx of recently confined 
women, Brindeau and Vourkievitch. 

Variations of the intrapleural pressure during the course of delivery in 
women having an artificial pneumothorax. Lacomme, Elosu and 
Ghinsberg. 

A speculum with unequal blades for use in virgins. Léon Pouliot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX 


Contributions to the comparative microscopic study of placenta called 
albuminuric and syphilitic, and of normal placentee, Marc Riviére, 
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Three cases of delivery by the natural passages after low Czesarean 
section, Paul Balard. 

Two cases of repeated uterine contracture in the course of successive 
deliveries treated with success by low Czesarean section in the second 
pregnancy, Paul Balard. 

Large bilateral ovarian tumours of metastatic origin. Charbonnel and 
Monglond. 

Supra-symphyseal Czesarean section in a multipara for haemorrhage from 
placenta preevia, after an unsuccessful attempt at delivery by the 
method of Delmas. Péry, Mare Riviére and Mangé. 

ligature of the inferior vena cava for suppurative thrombo-phlebitis of 
the true pelvis. TLefévre and Marc Riviére. 

Right-sided utero-ovarian thrombo-phlebitis ; ligature of the inferior vena 
cava; death. Lafargue and Marc Riviere. 

Discussion on the question of the ligature of the veins as a treatment 
for suppurating puerperal thrombo-phlebitis.. M. Charbonnel. 

Cancer of the cervix and pregnancy. Bardon and Mahon, 

On a case of ruptured interstitial pregnancy of the intramural type. 
Magendie. 

*TLate ventricular hemorrhage of the new-born. Gautret and Renon. 

On a case of generalized oedema of the foetus. Péry and Bouc. 


On a case of dystocia from a kidney displaced low in the pelvis. , Paul 
Ralard. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 


On the surgical treatment of suppurating puerperal thrombo-phlebitis ; a 
case of ligature of the inferior vena cava; death; post-mortem findings. 
Gaucherand and Brochier. 

Severe haemorrhage of the digestive tract in a new-born child checked 
by the transfusion of the blood. Voron and Banssilon, 

A case of mole without embryo retained to term, with placenta 
preevia. Eparvier and E. Rochet. 

A case of malignant chorion epithelioma following a hydatidiform mole; 
hysterectomy. Paul Trillat and Louis Michon. 

*Vulval obliteration following a normal confinement. Paul Trillat. 

Profuse heemorrhage in the cutaneous scar following the application of 
the forceps in a hereditary syphilitic infant. Trillat, Dubois and R. 
Lyonnet, 

A case of double thoracophagus monster. Veron, Frarier and Brochier. 

A toxic form of pyelitis of pregnancy. Voron, Pigeaud and Pizzéra. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BELGE. 


The variations in the pH, in the alkaline reserve and in the blood-calcium 
during the course of pregnancy and parturition. Reding and Slosse. 

The value of the biological diagnosis of pregnancy by the Aschheim- 
Zondek method and its chemical indications. Bourg. 

The influence of artificial rupture of the membranes on the progress of 
labour. La Haye 
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A case of vesical exstrophy accompanied by spina bifida. Mercken and 
Delvary. 

Automatic baby scales with trophometric dial, Type II, Mercken, 

Prolonged pregnancies. Magos. 


No. 4, April, 1931. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOILOGIE DE PARIS, 


The average blood-pressure during pregnancy and the normal puerperium. 
Lévy-Solal, N. Kisthinios and F. Lepage. 

Regeneration of the Fallopian tube resected to produce sterility. H. 
Vignes. 

*An experimental study on regeneration of the resected Fallopian tubes. 
Vignes and Baron. 

*On a case of twin pregnancy, intra-uterine and extra-uterine, A, Modiano, 

On late post-partum haemorrhage. A. Modiano. 


SOCIETE D’ORBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 


Marked pain due to the retention of an ovum, Ferrari, 

A case of uterine bleeding due to heart disease. Lebon and Laffont. 

Insulin in the acidosis of sereve vomiting of pregnancy. J. E. Houel. 

Hydatid cyst of the broad ligament. E. Cabanes. 

Apparatus for self-protecting tele-radiography with mechanism to prevent 
diffusion. Viallet. 

Delmas’ procedure. A. Laquiére. 

Three cases of the rapid method of delivery under spinal analgesia. 
Laffont and Sésini. 

The use of the urine of pregnant women in the treatment of certain 
disorders of menstruation. Laffont and Fulconis. 

Gangrene of the fundus of the uterus due to uterine inversion, Taffone 
and Calleja. 

*Folliculine in the urine during the course of child-bearing. I,. Chiapponi. 


REUNION OBSTETRICALE DE LILLE. 


Uterine curettage in extra-uterine pregnancy. J. Vanverts. 

A case of a large polypus of the uterine body expelled after delivery. 
J. Vanverts. 

Iow insertion of the placenta; early Cresarean section, Favreau and 
Galiégue. 

Localized peritonitis after puerperal infection. Paucot and Gellé. 

Calcified uterine fibroid. Gaudier and Bournoville. 

Ceesarean section and placenta przevia. Palliez. 

Two cases of vomiting of pregnancy cured by Leven’s method. Favreau. 

A case of a uterine fibroma enclosed in the cavity of the uterus. Gautier 
and Bournoville. 

A case of torsion of the appendages in a girl of 13. Ingelrane and Minne. 

The impossibility of performing a rapid low segment Czesarean section 
on account of very strong adhesions formed at the level of the lower 
segment. Duvillier and Palliez, 
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SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 


On a case of rupture of the isthmus of the uterus, occurring during 
dilatation by Hégar’s bougies. Labry and Lyonnet. 

Seven cases of severe late post-partum haemorrhage treated by curettage. 
Gonnet and Chanaleilles. 

Heart-shaped uterus; shoulder presentation; prophylactic Czesarean 
section. Michon and Banssillon. 

Preventative injections of pituitrin in habitual hemorrhage during the 
third stage of labour. Rhenter and Rougier. 

Three new cases of manual dilatation of the cervix under spinal analgesia. 
Rhenter, Meyssonnier and Rougier. 

Tuberculous lesions in a child dead one month after premature birth, 
brought on by tuberculous meningitis of the mother. Voron, Pigeaud 
and Pizzéra, 

Sudden death during pregnancy from retro-peritoneal heemorrhage. Voron, 


REUNION OBSTETRICALE ET GYNECOLOGIE DE NANCY. 


Acute necrobicsis of. a fibroid after delivery, in a woman who had had 
twelve pregnancies. Michel and Rousseaux. 

Myomectomy for a large fibroid during pregnancy. Fruhinsholz and 
Hamant. 

Aseptic necrobiosis in multiple fibroid nodules, Guillemin. 

Pregnancy after lipiodol and the freeing of tubal adhesions. Michel and 
Vermelin. 

Puerperal heemorrhage. H. Vermelin. 

Dislocation of the uterus after Czesarean section. Hamant and Francois. 

Torsion of a pedunculated fibroid and axial torsion of the uterus. Michel 
and Rousseaux. 

Endometrioma of the round ligament. Hamant and Ortscheidt. 

Tuberculous salpingitis in the puerperium. Hamant, Bodart and Chalnot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 


Trial labour, R. Keller. 

Primary cancer of the Fallopian tubes. P. Burger, 

Leukemia as an indication for the termination of pregnancy. J. Hofstein. 

Angio-sarcoma of the ovary in a child aged 11. S. Meyer. 

Tubal pregnancy at term, encysted for six years, Fleurent. 

The anterior pituitary hormones in the urine of pregnant women. Marc 
Klein and Max Aron. 


Vulval obliteration following a normal confinement. 

The patient was a young primipara aged 22. A midwife conducted the 
confinement, and the passage of the head caused a deep perineal tear 
which was not sutured. She had many hot douches during the puer- 
perium but never felt any sensation of burning. She never had any 
fever and was never examined by a doctor. Menstruation was hardly 
regular and was accompanied by great pain. Intercourse was impossible. 
Vaginal examination was ‘impossible, and rectal examination did not 
reveal a pelvic tumour. The uterus and appendages were normal. 
Examination under anesthesia did not show an alteration in the vulva 


K 
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nor an external cicatrix. A small orifice was found immediately behind 
the urinary meatus, and a No. 4 Hegar dilator was introduced with difficulty. 
Larger dilators were passed until, at last, Hegar’s No. 30 was used. Blood 
did not escape during dilatation, The only abnormalities found were a 
sear in the left vaginal wall, extending from the cervix to the vulva, and 
an undue rigidity of the vulval orifice. 


An experimental study on regeneration of the resected Fallopian tubes. 

The authors used rabbits for their experiments, Five rabbits had both 
Fallopian tubes resected, a piece about a centimetre and a half being 
removed. Both ends were ligatured with thread.. Three rabbits died, but 
the other two were killed on the seventieth day after operation, and in 
both cases the Fallopian tubes were apparently regenerated but they were 
distended with a serous fluid to about the size of a thumb. Seven other 
rabbits, in addition to the same tubal resection, had both ovaries removed. 
These also were killed on the seventieth day after the operation and 
in all cases the Fallopian tubes were apparently regenerated; they were 
also slightly distended with a minimum amount of fluid. One rabbit had 
bilateral tubal resection and removal of one ovary. This animal also was 
killed on the seventieth day. The Fallopian tubes in this case were just 
the same as in the non-castrated animals. As a matter of fact, in all the 
cases the tubal regeneration was not complete, for a sound could not be 
passed through the whole length of the Fallopian tubes. 


The indications for radiotherapy in ovarian cancer. 

The authors make a plea for the recognition of the different histological 
types of ovarian tumours as different entities and not merely subdivisions 
of one condition. They stress the fact that the different histological types 
vary in radio-sensitivity and point out that this factor has not been fully 
investigated, but that undoubtedly the ovarian seminoma is the most 
radio-sensitive. They lay down the following rules for radiotherapy :— 

1. Radiotherapy should be employed as early as possible and arranged 
so as to cover all the regions susceptible to invasion by the peritoneal 
or lymphatic routes. In general, patients have stood this extensive irradia- 
tion well, and the authors have not noticed any accidents due to anzemia or 
massive resorption, ; 

2. It is necessary to give follow-up treatment to metastases whatever 
their site or their number. 


On the presence of streptococci in the pharynx of recently confined women. 

The authors examined bacteriologically the throats of 202 women. 
Streptococci were found 190 times. In 39 cases the puerperium was 
febrile, and swabs from the throats of all these patients contained strepto- 
cocci. Eight of these febrile patients, of whom two died, produced growths 
of haemolytic streptococci. 


Late ventricular hemorrhage of the new-born. 
The authors report a case in which the symptoms did not commence 
until the end of the second week. They consider the condition could not 
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have been due to birth injuries and that it should be placed with such 
hemorrhages as meleena neonatorum. These are caused by intoxications 
and infections, especially syphilis, 


On a case of twin pregnancy, intra-uterine and extra-uterine. 

The patient was a primipara aged 22. After several attacks of abdominal 
pain, accompanied by fainting, she had an abortion at about the tenth week. 
Three days later a renewed and more violent attack of abdominal pain 
occurred. The patient was admitted as an emergency, and a right ectopic 
pregnancy was removed. The patient was discharged cured 17 days later. 


Folliculine in the urine during the course of child-bearing. 

The author used castrated rats as test animals, and from the intensity 
of the vaginal oestrus reaction concludes that folliculine appears in the 
urine towards the end of the first month of pregnancy and increases up to 
the eighth month. From the eighth to the ninth month its amount does 
not vary. It rises rapidly and markedly at the time of the onset of labour 
pains. It diminishes the day after delivery and has almost completely 
disappeared on the fourth day of the puerperium, 

A. A Gemmell. 


La Gynécologie. 
April, 193. 
*The existing position in regard to the treatment of haemorrhages late in 
puerperium. Dr. Placintianu. 


May, 1931. 
*The constitutional and social factors which contribute toward maternal 
mortality, and their prophylaxis, S. Selitzki, (Moscow). 


The existing position in regard to the treatment of hemorrhages late in the puer- 
perium. 

Placintianu points out that retention of the placental tissue greatly 
prolongs the puerperium and exposes the patient to grave risks. His 
paper is a comprehensive summary of the current views held upon the 
Continent of this complication of child-birth, 

First the patient is frequently reduced to a state of marked anzemia with 
lowering of the resistance by the hzemorrhage alone. The author is of the 
opinion that every means should be employed, before intra-uterine explora- 
tion, to arrive at a definite conclusion whether a portion of placenta is 
retained or otherwise. 

If, in the case of retention of a portion of the placenta, the cotyledon 
is hanging in the cervical canal it must be removed with the greatest 
attention to asepsis and in as gentle and careful a manner as possible. In 
those cases in which the cotyledon is adherent to the wall of the uterus 
removal is frequently followed by septicaemia, and several cases of perfora- 
tion of the uterus have resulted from this procedure. Furthermore, there 
is ample evidence that frequently only imperfect evacuation of the uterus 
is obtained, and in a few instances the operators were amazed at the 
amount of tissue which had evaded the curette He states that should 
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this state of affairs be diagnosed as a result of the most careful and gentle 
digital’ examination of the cavity of the uterus the treatment of the 
condition is hysterectomy. 

When purely secondary hemorrhage is met with, there being no 
retention of placental tissue, the treatment, both local and general, is 
medical. Should the condition become more serious in spite of treatment, 
abdominal hysterectomy with drainage is the only way of treating the 
case, which would otherwise most certainly result in death. 


The constitutional and social factors which contribute toward maternal mortality, 
and their prophylaxis. 

This article deals almost exclusively with the social aspect of the 
problem. After expressing disapproval of the International Classification 
of the. Causes of Maternal Mortality and suggesting another and shorter 
table of his own, the author gives the comparative figures of maternal 
mortality in the large Russian towns, and also analyses of international 
statistics. The prophylaxis of maternal mortality for the most part consists 
in the establishment of a more powerful State medical service, which would 
result in a drop in the incidence of general diseases, e.g. typhus, diphtheria, 
and tuberculosis, complicating pregnancy. Secondly, great importance is laid 
ou the sexual life of the woman during the later weeks of pregnancy, 
and to ensure correction of the existing state of affairs the State must 
undertake the better education of the population and provide appropriate 
legislation for the protection of the pregnant woman. Provision must 
be made for the full and regular examination of all girls during their lives, 
with the institution of physical exercises, and especial supervision must 
be given at tne time of puberty. Medical examination prior to marriage 
must be compulsory and ante-natal supervision be far more thorough than 
has hitherto been the case. Finally a questionnaire is drawn up for use 
in the case of the pregnant woman. 


A. J. Wrigley. 


Revue Francaise de Gynécologie et d’Obstetrique. 


January, 1031. 
*A contribution to the study of inflammation of the uterine appendages 
treated by regional vaccination. A. Crainicianu and P. Pavelescou. 
Pregnancy after 50 years of age. 
*Intestinal obstruction during pregnancy. E. Bohler. 
*Four cases of rupture of the uterus. E. Bohler. 


February, 1931. 
*A new technique of the Aschheim-Zondek reaction. R. Bourg. 


March, 1931. 
Painful ovulation. Prof. G. Cotte. 


Tocal and regional anzesthesia for vaginal hysterectomy. J. Regnault. 
A syphilitic acardiac monster. R, de Blasio, 
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A contribution to the study of inflammation of the uterine appendages treated by 
regional vaccination. 

The authors conclude from the 20 cases which they report that regional 
vaccino-therapy opens a wide field for the treatment of genital infections. 
The method employed is that of Basset and Poincloux, and its difficulties 
consist in the discovery of the causative organism, since an attempt is 
made to use a specific vaccine, and in the determination of the site of 
initial infection. Commencing with a dose of one or two cubic centimetres, 
four to six injections are made with a short fine needle into the mucous 
membrane, near Skene’s glands, Bartholin’s glands, the urethra and the 
cervix. Shivering, elevation of temperature, nausea, intense headache 
and general pain follow in from half an hour to two hours and continue 
for about 12 hours and occasionally for 24 hours. Of the 20 cases, seven 
are stated to have been cured and eight to have improved, and five not to 
have been affected. The best results occurred in. acute and sub-acute 
cases. The relief of pelvic pain is always an early sign of improvement. 
One case of gonorrhceal arthritis was cured in 12 days by four injections. 
The authors think that the severity of the reaction curtails the usefulness 
of the method in private practice. 


Intestinal obstruction during pregnancy. 


Two cases are reported. In one pregnancy had reached the fourth 
month, and a left-sided ovarian cyst as large as a foetal head at term had 
become twisted. This produced kinking in the sigmoid colon at the level 
of the pelvic brim, where the colon was adherent to the cyst. Separation 
of the colon was difficult, but the cyst was removed and the pregnancy 
continued. The second case is an example of an unusually rare form of 
intestinal obstruction. The patient was at term and in labour, The signs 
and symptoms of intestinal obstruction led to laparatomy, although the 
lesion was unknown. The site of obstruction was in the sigmoid colon 
at the pelvic brim and the cause was the pressure of the uterus: The 
patient was cured by Ceesarean section. 

A review of the published cases shows that the mortality in 92, occur- 
ing before 1914, was 55 per cent; in 81, occurring since 1914, it was 4o 
per cent. The infant mortality is about 65 per cent and premature labour 
or miscarriage occurs in from two-thirds to three-quarters of the cases as 
a result of the operation or the ileus. 

The bad prognosis is the result of difficulty in diagnosis, and con- 
versely the mortality is lowest in the group of cases with tumours. There 
were only eight cases of strangulated hernia in the 173 cases quoted, and 
none of these were inguinal or femoral. The number of cases occurring 
at different stages of pregnancy rises sharply at the fourth month. 
It remains uniform till the ninth month and then rises again during 
the last few weeks of pregnancy and during labour. The number occurring 
during the puerperium is highest of all. 

Pressure by the uterus on the sigmoid colon is the rarest cause of 
obstruction, and an advanced degree of intestinal atony is considered 
necessary to allow it to occur. Four cases of ileus associated with severe 
pyelo-nephritis are quoted. Two views are advanced as the sequence of 
events ; on the one hand the renal condition is regarded as primary, causing 
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ileus by retro-peritoneal inflammation; while on the other the intestinal 
condition is considered to be the origin of a bacillus coli infection of the 
blood and a secondary pyelo-nephritis. 


Four cases of rupture of the uterus. 

The first case .was one of spontaneous rupture occurring in a patient 
with four children after a strong pain towards the end of the second stage. 
Collapse and complete cessation of the uterine contractions followed. 
Delivery was completed with the forceps three hours later. There was 
not any difficulty in delivery. The placenta was expressed on account of 
hemorrhage. The next day, when the signs of peritonitis were obvious, 
the patient was sent to hospital. She died 12 hours after total hysterec- 
tomy. 

The second case occurred in a patient with six children. A shoulder 
presentation, caused by a contraction ring, was easily turned to a breech, 
but the manceuvre was followed by some bleeding. An hour later a living 
child was spontaneously delivered. Severe hemorrhage followed and 
manual removal of the placenta revealed a rupture in the lower uterine 
seginent. I,aparotomy confirmed the diagnosis and, in addition, revealed 
an extension of the tear into the vagina. Total hysterectomy was followed 
by a normal convalescence. 

The third case occurred during the performance of Delmas’ opera- 
tion. The patient, who was pregnant for the fourth time, was at the ninth 
month of pregnancy ; she had a marginal placenta preevia. During manual 
dilatation the resistance of the cervix was felt to give way suddenly. The 
child was delivered easily. Continued bleeding called for manual removal 
of the placenta and an incomplete rupture was then detected. Laparatomy 
revealed a broad ligament haematoma of about seven ounces; the uterine 
vessels were involved in the tear. The patient was cured by hysterectomy. 

The fourth patient, pregnant for the second time, was in labour for two 
days with a shoulder presentation. This was treated by internal podalic 
version. The head was subsequently delayed by a contraction ring for an 
hour but it was then delivered. Four hours later a retained placenta 
was manually removed and an incomplete rupture of the uterus was dis- 
covered, The uterus and vagina were packed. The next day a hematoma 
occupied the right iliac fossa. Further external bleeding did not follow 
removal of the pack but the hematoma rose to the umbilicus; it became 
infected and drained itself through the vagina for seven weeks. 

The following features are of interest. In all the cases the rupture 
was vertical and affected the lower uterine segment. In only the first 
case were the sigus and symptoms typical. The amount of external 
bleeding may be considerable or insignificant. Attention is drawn to the 
fact that in the short series of cases in which Delmas’ operation has been 
tried at Strasbourg uterine rupture has occurred on four occasions. 

The dangers of peritonitis, secondary post-partum hemorrhage, and 
infection of a hematoma are noted in support of the view that hysterectomy 
is better than conservative treatment. 


A new technique of the Aschheim-Zondek reaction. 
The entire volume is devoted to a consideration of this reaction. 
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CHAPTER 1. ‘The history of the test and the principles upon which it 
rests are reviewed. ‘The employment of the immature male mouse by 
Fels is noted. 

CHAPTER 2. The changes found in the original reaction, in the reaction 
of Fels, and in the test when applied to immature rats of both sexes are 
noted ; and it is emphasized that macroscopically the male rat shows clear 
and readily appreciated evidence. 

CHAPTER 3. Details of some modified tests are given. The original 
method of Aschheim, using female mice at the age of three weeks, is 
described. Probstner’s method, with immature female rats, is noted. The 
work of Brouha, Hinglais aud Simonet with immature male mice is 
detailed. The author then gives the reasons for the employment of 
immature rats, both male and female, about the age of one month. These 
are, that the chance of error is minimized by the comparative remoteness 
of puberty which occurs about the age of two and a half months; that 
the tolerance of the rat to injections is greater and a larger dose may be 
given. 

CHAPTER 4. The results and percentage error of the original reaction 
and its modifications are given. 

Aschheim had an error of two per cent while other workers vary from 
three to four per cent. Probstner, using only the female rat, had 100 per 
cent of successes, but the author has failed to confirm this. 

CHAPTER 5. The autlior does not find any effect produced on his 
immature rats by injections of urine from normal women, and male 
infants. An effect was not seen in immature female rats with urine from 
male adults, but there was an interstitial cell increase after 10 injections 
into the male rat in one third of the tests made. In normal pregnancies 
positive results were obtained five days after the missed period. ‘The 
reactions in the male rat were always clear and decisive. The case histories 
are given of 17. gynecological conditions in which the test was applied. 
It was positive in ruptured extra-uterine pregnancy and in retention 
of a dead ovum for eight to 10 days, and negative in conditions not 
involving pregnancy, except two. One was a case of generalized car- 
cinoma and one of ovarian fibromyoma. 

CHAPTER 6. The value of the test in cases in which pregnancy is doubt- 
ful is shown by 21 histories. All these turned out as the test predicted, 
and in one of them, an extra-uterine pregnancy, the female rat gave a 
negative reaction, but the male gave a positive one. 

CHAPTER 7. Clinical indications for the use of the test are discussed. 

CuapteR 8. The writer speculates upon the nature and origin of the 
hormone in the urine. 

CONCLUSIONS. 

1. The Aschheim-Zondek reaction is more reliable if applied to immature 
tats. 2. In these animals false corpora lutea in the female and hypertrophy 
of the seminal vesicles in the male can be seen macroscopically. 3. The 
male rat is more sensitive than the female. 4. Exact results can be 
obtained, whether positive or negative. 5. It is the test to use in all 
cases in which the clinical diagnosis of pregnancy is doubtful. 

The bibliography gives references to 54 articles on the subject. 


R. L. Dodds. 





Journal of Obstetrics and Gynecology 


Bruxelles—Médical. 


May 3, 1931. 
Research into the intrinsic nervous system of the uterus. H. Keiffer. 


May 31, 1931. 
*Some results of treatment by diathermy in gynecology. Anciaux. 


June 14, 1931. 
Notes on cases ot infection in the puerperium of endogenous origin occur- 
ring in Indo-China. P. Daleas. 


June 21, 1931. 
On the existence and nature of che bactericidal power of the vaginal 
secretion. J. Govaerts. 
July 12, 1931. 
*Researches on the activity of follicular extract administered by the mouth. 
H. Hinglais. 
July 19, 1931. 
*The low Ceesarean section operation in the treatment of placenta praevia. 
Magos. 


Some results of treatment by diathermy in gynecology. 


The technique employed is that of one electrode in the vagina: the 
other electrodes are two in number; one is applied to the abdominal wall 
and the other to the back. The use of the intra-uterine electrode is 
considered dangerous. A themometer is not used with the vaginal elec- 
trode, as the themometer registers the temperature of the electrode and 
not that of the tissues, which varies according to the condition of the 
latter when under treatment. A maximum current of 214 to three amperes 
is used for 20 to 30 minutes. Better results were not obtained from more 
lengthy treatment. As a rule a total of about 10 to 12 treatments is given, 
but if benefit is not gained from one course another is advised after an 
interval of some weeks. The patients treated included cases of vulvo- 
vaginitis which had failed to improve with treatment, cases of amenorrhcea 
which had resisted glandular therapy, cases of dysmenorrhoea for which 
benefit had not been gained as a result of dilatation, decapsulation of the 
ovary and resection of the pre-sacral nerve. The greatest success attended 
the treatment of six cases of senile endometritis, which was often 
accompanied by intolerable pruritus vulvze. In 30 cases of chronic endo- 
inetritis which had failed to respond to other methods of treatment, there 
were 18 per cent of cures, 46 per cent improved, and improvement was not 
noticed in 36 per cent. Chronic pelvic cellulitis is another condition to 
be treated with diathermy. In the treatment of salpingo-odphoritis much 
greater success was met with when the condition was unilateral (52 per 
cent cured, 17 per cent not improved) than when the condition was bilateral 
(37 per cent cured, 4o per cent not improved), This difference was attri- 
buted to the fact that the bilateral inflammation was of longer standing 
and in consequence more difficulty was to be expected in the resolution 
of the inflammatory changes. Few beneficial results attended the treat- 
ment of chronic cervicitis. 
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“Researches on the activity of follicular extract administered by the mouth. 

The conclusions reached are that follicular extract is active after 
adininistration by the mouth and that it is incorrect to say that it is 
destroyed by the gastric secretion, but the effect varies with the dose 
given. The optimum effect is obtained from the preparation in oil and, 
if given by the mouth, the dose must be three times as large as the sub- 
cutaneous dose. A _ greater effect is obtained by giving small and 
repeated doses. Thus, the full dose is given six times in 36 hours under 
these conditions. Jt is stated that one rat unit is capable of bringing 
about the evolution of the complete cestrous cycle. (The definition of the 
rat unit mentioned above is :—The rat unit is the least amount of follicular 
extract given by the mouth in six fractions in 36 hours to a castrated rat 
of 140 grm. weight, which will result in the onset of a complete cestrous 
cycle.) The indications for the use of follicular extract are exactly the 
saine when given by the mouth as by subcutaneous injection. The only 
difference lies in the repetition of the small doses. The author further 
states that it has been possible to be extremely exact in the determination 
of the dosage to be used. 


The low Casarean section operation in the treatment of placenta previa. 

Persistent hzemorriiage in placenta preevia indicates low Cesarean 
section when the lower uterine segment does not permit of easy and rapid 
dilatation and delivery. This is the opinion of Magos. For the majority 
of cases of lateral placenta previa, rupture of the membranes is, as a rule, 
sufficient to stop the hemorrhage. In the case of marginal or central 
placenta praevia it is advised that steps be taken to empty the uterus 
as soon as the condition is diagnosed, and, in cther words, not to delay 
treatment until the patient has had one or two hemorrhages and is, in 
consequence, in a poor condition. The next stipulation is that any inter- 
vention should, be toward saving the life not only of the mother, but 
also of the infant. Rapid and forcible dilatation of the cervix does not 
warrant any attention. The risk of severe cervical tears is too great, 
especially in low placental implantation. Podalic version is too frequently 
followed by foetal death, and the same remark applies to the use of the 
de Ribes’s bag. Low Cesarean section for this condition is often easy, 
as the foetal head is hardly ever engaged in the pelvis. Objections have 
been raised that the incision may pass through the site of the placental 
insertion. Apart from the fact that the posterior insertion has been found 
to be more common than the anterior, at the time of the operation the 
major portion of the placenta is usually found already to have been 
separated. 

A. J. Wrigley. 


Archiv fiir Gynikologie. 
Band 144. Heft 1. November 6, 1930. 
*Protective childbirth. H. Sellheim. 
The protection of maternity. M. Hirsch. ; 
*Sterilization and prevention of conception. L. Fraenkel. 
*The anterior lobe of the pituitary. B. Zondek,. 
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*The anterior lobe of the hypophysis in. obstetrics and gynecology. 
S. Aschheim. 

*The posterior lobe of the hypophysis. H. Guggisberg. 

Band 145. Heft 1. March 6, 1931. 

*Tissue anomalies and their connexion with certain ovarian tumours. 
B. Meyer. 

*Alterations of the autonomic system in pregnancy (pregnancy vegetoses 
and neurovegetoses). I,. Seitz. 

*The presence in the blood during pregnancy of a substance (thyroid 
hormone) increasing the production of acetone bodies. K. J. Anselimino 
and F. Hoffmann. 

The presence in the blood during pregnancy of a substance (thyroid gland 
hormene) increasing basal metabolism. F. Hoflinann and K, J. Ansel- 
mino. 

The presence of thyroid hormone in the blood during pregnancy and the 
influence of increased thyroid function on metabolism, circulation and 
nervous excitability during pregnancy. K. J. Anselmino and F. 
Hoffinan, 

The physiology of the upper urinary tract during pregnancy (pigment 
excretion and a comparison with the intravenous pyelogram). A. 
Gremme. 

Radiography with plates at six metres focal distance and its significance 
in obstetrics. Albert. 

The results of a combination of conservative treatinent with smal] doses 
of X-rays in treatment of inflammatory conditions of the female 
genitalia. H. Guthmann and W. Weiss. 

*The clinical features of the shoulder presentation, E. Puppel and W. 
Miinzel. 

The colloidal constitution of body proteins in albuminuria of pregnancy. 
W. Scheringer and G. Effkemann, 

*The significance of “inflammation of the umbilical cord.’? S, Beckmann 
and E. Zimmer. 

*A case of extensive actinomycosis of the female genital organs, lungs and 
pleuree. J. Bloch. 

*Ectopic decidua formation in the absence of pregnancy. J. Scheres- 
chewsky. 

*The origin of so-called haematoma-hydatidiform moles. A new theory 
concerning the origin of Breuss’s moles and hydatidiform moles. H. O. 
Kleine. 

*Problems of abdominal statics. P. Bohnen. 


Protective childbirth. 

A long paper sumtarizing recent improvements in obstetrical methods 
and in maternai and foetal mortality, emphasizing the necessity for further 
measures in protection of maternity (which present-day social conditions 
have made more dangerous), and pointing out the urgent need of improve- 
ment in the teaching of midwifery, in order that full benefit may be 
obtained from recent advances. Only a few of many noteworthy points 
are here selected for mention. Foetal interest has been promoted by an 
exact control of the heart-beat, examined by ausculation at five to 15 
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minutes’ intervals. Prophylactic plastic operations on the flat nipple are 
done too infrequently. The mest favourable age for the first pregnancy 
is 18 to 20, and pregnancy constitutes a form of rejuvenation. Jabour is 
a process which, initially aseptic, becomes increasingly infective. Accelera- 
tion of labour by an inflated bag is of value. Potter’s routine version is 
unjustified. For placenta preevia or foetal-pelvic disproportion early ad- 
mission to hospital and low Ceesarean section constitute great therapeutic 
advances. The classical operation, pubiotomy, symphisiotomy, destructive 
forceps extraction and perforation are grouped together as having become 
‘nearly old iron.”? For midwives the use of rubber gloves should be 
compulsory. Support of the perineum is less truly protective than its 
deliberate section and suture. The mother should get up on the fifth 
to ninth day post-partum. Systematic induction of twilight sleep is still 
practised in Germany in a few clinics, but is universally recognized as 
unsuitable for general practice. Every parturient woman should have 
the tight, even when attended by a midwife, to receive treatment 
diminishing the pain of labour: midwives should be entrusted to give 
scopan (a mixture of scopolamin and pantopon, each in half the maximum 
dose, with five grammes of cognac in 30 per cent sugar solution) ‘‘30 to 
45 minutes before the expected passage of the head—but in protracted 
labour one third of the maximum dose may be given before.” 


Sterilization and prevention of conception. 

Fraenkel writes symphetically of the use of contraceptives, which he 
demonstrates to medical students and describes to certain sociological 
students. There is no ‘‘safe’’ period of the menstrual cycle. For operative 
sterilization all methcds of tubal ligature or resection are unreliable; 
Fraenkel recommends total excision of the Fallopian tubes with wedges of 
the myometrium, This, however, fails occasionally. Suture of the ovaries 
in a peritoneal pouch is a rational procedure, especially for temporary 
sterilization, but is stili on trial. Sterilization by X-rays is unreliable, 
and when called temporary is really temporary X-ray aimenorrhcea : some 
danger exists of producing foetal deformities. In Russia, it is stated, 
regular uterine injections of tincture of iodine and monthly blunt 
curettings have been advocated and practised. Hormonal sterilization by 
the injection or implantation of : (1) Large amounts of female, or (2) male 
sex. hormone has been successful in animal experiment (hyper- and anti- 
hormonal castration). Hetero-hormone castration by anterior pituitary ex- 
tract, thyroxin or insulin is not free from danger. Spermatoxic steriliza- 
tion by parenteral injection of dead or living spermatozoa is not yet on a 
firm basis, but favourable reports have been given. For preventive inter- 
course all chemical preparations used alone are unreliable; their function 
is to assist mechanical contraceptives. Of these the occlusive vaginal 
pessary (Mensinga, a Flensburg gynecologist, 1880) has been proved 
reliable and is widely used : it must not be left in longer than 12 hours. The 
aphorism of Fritsch, that it is easier to open an abdomen than rightly 
to insert a pessary, is applicable, however, to the Mensinga instrument. 
A new principle was introduced in the ‘‘Portio-Kappe” (Kafka of Vienna, 
1908), the application of which demands aptitude and experience; it must 
be removed before menstruation and its re-application is a function of the 
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physician. No contraceptive gives more than 95 per cent reliability. A 
combination of a physical and chemical means is the most useful, e.g. 
(1) A cervical cap combined with an occlusive sponge and with the 
antecedent and subsequent introduction of a chemical spermatocide, or 
(2) for self-introduction the vaginal occlusive pessary or sponge, with 
chemical. assistance. All intra-uterine instruments are dangerous. 
Abnormal coitus (interruptus, reservatus, or ante-portas) is condemned 
as leading to chronic metritis, spasin of the sacro-uterine ligaments, para- 
metritis, and cystic degeneration or hematoma formation in the ovaries. 
The use of vaginal contraceptives does not induce subsequent sterility or 
appreciably affect libido. 


The anterior lobe of the pituitary. 

The anterior lobe of the hypophysis produces at least three hormones : 
(1) The growth-favouring hormone of Evans; (2) Prolan A, inducing 
follicle-ripening and secondary cestrus in infantile rodents; (3) Prolan B, 
which induces luteinization. Acting through the ovaries Prolan A is the 
regulating hormone for the proliferative phase of the endometrium, and 
prolan B that for its functional (pre-gravid) phase. Rhythm in sexual 
function is dependent on hormonic rhythm in the anterior lobe of the 
hypophysis, not on rhythm in ovular function. Prolan is active indepen- 
dently of the age of the gland, or of the sex or the animal species from 
which it is derived. The hypophysis contains a few hundred units of 
Prolan, although during pregnancy some four million units are excreted. 
During pregnancy (Philipp, confirmed by Zondek) the human hypophysis 
contains little or no Prolan, Prolan accelerates testicular maturity. 
Prolan A is increased in the urine at the menopause and in patients with 
carcinoma (especially female patients with genital tumours). Clinically 
Prolan injection is indicated: (1) In oligohormonal amenorrhcea (small 
doses long repeated) ; (2) In ovariogenous uterine bleeding (one large dose) ; 
(3) In chronic and even acute adnexal inflammation on account of the 
Iccal hypereemia which it produces and which has been verified at opera- 
tion. Allusion is made to the good results in fifty patients of the third 
group, ro per cent of whom also secreted colostrum or milk. 


The anterior lobe of the hypophysis in obstetrics and gynecology. 

Aschheim, after a summary of the present knowledge regarding anterior 
hypophyseal hormones and their increased production during pregnancy, 
considers the gaps which still remain in our knowledge. Whether the 
enormous amounts of hormone which are excreted in the urine during 
pregnancy are produced in the hypophysis or, as Philipp maintains, in 
the placenta, is still an open question: the balance at the moment is 
inclined in favour of the placental origin. At any rate, man and the apes 
are the only species in which the hormone is excreted to excess during 
pregnancy and both have a similar placentation. In connexion with ectopic 
gestation, a positive Zondek-Aschheim reaction indicates that pregnancy 
is still progressing, or has only just ceased to do so: repeated negative 
reactions justify expectant treatment. When hydatidiform mole is sus- 
pected higher concentrations than 100 mouse-units per centimetre are con- 
firmatory. After hydatidiform mole and after operation or radiation for 
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chorion-epithelioma the pregnancy reaction of the urine should be taken 
until it becomes negative. 


The posterior lobe of the hypophysis. 

Guggisberg confirms the value of the separation of the active principles 
into oxytocic and vasopressor fractions, advocates still more careful 
biological standardization, and in general prefers small doses, repeated 
if necessary. Combination with thymus extract in Temesvary’s thymo- 
physin is a therapeutic advance in the treatment of secondary uterine inertia 
at the end of the second stage. Pituitary extract may be combined with 
the exhibition of morphia (after rupture of the membranes) during the first 
stage in certain cases. It should never be entrusted to midwives and its 
chief scope is during the second stage; it is valuable, when used with 
judgment, in certain degrees of pelvic deformity and certain cases of 
breech presentation. During Ceesarean section (at the commencement) an 
injection of three Voegtlin units combined with ergot is advocated, and 
after extraction of the child an intra-myometrial injeciton of three to five 
units spread over various regions. Routine injection before the delivery 
of a placenta is incorrect. The dangers of treatment with pituitary extract 
are diminished by small doses and the use of a fractionated preparation. 
Disasters are often due to incorrect dosage and bad judgment in the 
choice of suitable cases—to the surgeon and not to the medicament. Uterine 
scars from Cesarean section or from enucleation of myomata, and com- 
mencing foetal asphyxia contra-indicate use of pituitary extract. 


Tissue anomalies and their connexion with certain ovarian tumours. 

Fully developed ovarian tumours, by reason of their similar structure 
and function to those of normal tissue, allow conclusions to be drawn 
regarding their cells of origin, but not regarding their site of origin 
and seldom regarding the degree of differentiation of the germ 
of the tumour: they are very frequently due to faulty tissue 
development or defective regression of embryonic tissue. Valuable 
information is to be sought in detection of early tumours in apparently 
normal organs of all ages, especially in partially malformed organs, in 
the apparently normal portions of organs showing tumour formation and 
on the apparently normal side in cases in which the other side is affected 
by a tumour. Illustrative cases of dysplasia and aplasia of the gonads 
are adduced. The origin of granulosa-cell tumours in a normal, developed 
follicle is rejected; abnormal findings of collections of granulosa-cells in 
the ovarian medulla of adults are cited. The origin of tubular adenoma 
of the ovary (arrhenoblastoma or testicular form) is discussed: it is 
possibly due to remnants of the rete ovarii and medullary tubes. 


Alterations of the autonomic system in pregnancy (pregnancy vegetoses and neuro- 
vegetoses). 

Pregnancy is characterized in general by a varying degree of 
instability in the vegetative sympathetic and parasympathetic nervous 
systems. If vagotonia affects chiefly the upper part of the alimen- 
tary tract, there are ptyalism, hyperemesis or spastic biliary pains. 
Similarly regional sympatheticonia may give rise to constipation, ileus 
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or diarrhcea; or to tachycardia, asthma, hyperpiesis, pyelitis or hyperi- 
drosis. The development of a ‘‘neurovegetosis’’ into a toxicosis of pregnancy 
is possible. Illustrative cases are recorded. Cases of ‘‘double neuro- 
vegetosis’” are described showing respectively hyperemesis and pyelitis ; 
pyelitis and lethal tachycardia; and intestinal atony and lethal pyelitis. 


The presence in the blood during pregnancy of a substance (thyroid hormone) in- 
creasing the production of acetone bodies. 

During pregnancy the maternal but not the foetal blood contains a 
substance which when injected into rats diminishes the hepatic glycogen, 
increases the acetone bodies of the blood (as much as threefold in blood 
taken at term) and increases the basal metabolism : it is therefore identified 
with the thyroid secretion. One centimetre of blood at term is judged 
by the acetone test to contain 10, of thyroxin, Other effects attributed 
to the increase of the activity of the thyroid gland in pregnancy are 
diminished hemoglobin reduction time, increased lactic acid formation, 
alimentary glycosuria, diminished oxygen consumption, capillary ectasis, 
increased pulse amplitude and volume of the circulating blood, and an 
increase of heart-weight. Pregnancy is comparable to a condition of slight 
Rasedowisin. 


The clinical features of the shoulder presentation, 

In a series of 169 shoulder presentations there were 25 per cent of 
premature labours, 21 per cent of over-sized and six per cent of macerated 
fatfis. In nine, delivery was spontaneous by conduplication. Seven 
patients were treated by external version and the rest by internal version, 
followed by extraction. Almost half the patients had some degree of 
pelvic contraction. Shoulder presentation is an indication for admission 
to hospital, where, after full dilatation of the cervix (aided if necessary 
by the metreurynter), version and extraction should usually be done. 
Marked degrees of pelvic contraction, placenta preevia or both are indi- 
cations for Caesarean section, 


The significance of ‘‘inflammation of the umbilical cord.’’ 

Umbilical cords, chosen haphazard, comprised 77 which showed infiltra- 
tion such as has been ascribed to syphilitic inflammation, and 343 from 
which such ‘inflammation’? was absent. All but three of the ‘‘inflamed”’ 
cords came from foetfis of which the mothers were certainly non-syphilitic. 


Infiltration of the cord with small cells is not, therefore, evidence of 
syphilis. 


A case of extensive actinomycosis of the female genital organs, lungs and pleure. 

A case of actinomycosis leading, in a girl of 17, to abdominal pain 
and ill-health lasting for seven years is described. After four years 
extensive parametritis was found, followed by a series of pelvic and vesical 
abscesses, with faecal and other fistule in the buttocks, loins, groin and 
hypogastrium. Death was preceded by pneumonia, the fungus being found 
in the sputum. Actinomycosis was first detected from microscopical 
examination of an excised piece of the wall of a fistula which had been 
discharging for many months. The intravenous injection of yatren with 
careful control of the liver function led to temporary improvement. 
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Ectopic decidua formation in the absence of pregnancy. 

A woman, aged 32, soon after an early abortion, was found to have in 
the recto-vaginal septum a tumour the size of a haricot bean, which pushed 
into the posterior vaginal fornix and formed a central depression in which 
a reddish-grey bleeding polypus protruded. The polypus contained 
glandular spaces (endometrioma?) in an abundant stroma of decidual 
cells. Three months later the tumour was in statu quo and the polypus 
had recurred; in the latter decidual cells were still present, although 
pregnancy could be excluded by the anamnesis and by examination of 
curettings from the uterus. These did not show any evidence of decidual 
change in the stroma; such change was also absent from the main mass 
of the tumour (adenomyosis recto-vaginalis ?) 


The origin of so-called hematoma-hydatidiform moles. 

A very complete histological description of a mole expelled intact in 
a case regarded clinically as one of ‘‘missed abortion” is given. The ovum 
corresponded in size to a four-months’ pregnancy, the embryo to a four- 
weeks’ pregnancy : there had been 10 months’ amenorrhcoea, Breuss’s mole 
is not due to death of the foetus, primary failure of vascularization of the 
chorionic villi, or hydramnios, but to an abnormality in the zone of chorio- 
decidual penetration, viz., a premature and unduly extensive formation of 
fibrinoid. In this case connexion between the chorionic vessels and those 
of the foetus or cord was absent. Breuss’s mole is the result of an 
extreme degree of impairment of maternal arterial access (excessive fibrinoid 
prevents vascularization of the chorionic villi), hydatidiform mole of a 
less degree of impairment (fibrinoid in slighter excess diminishes vascu- 
larization). 


Problems of abdominal statics. 

In a number of patients with flaccid or tense abdominal walls and with 
cr without prolapse, the thoracic and abdominal respiratory excursions 
and the pressure in an india-rubher sphere placed in the vagina were 
graphically recorded; the general type of respiration was recorded kine- 
matographically. 


W. E. Crowther 


Zeitschrift fur Geburtshilfe und Gyndkologie. 


Vol, xxxvii, 1930. 
(Zeitschrift der Deutschen Réntgengesellschaft und der Gesellschaft 
fiir Lichtforschung). 
*Some cases of sarcoma of the uterus treated by radiotherapy. A. Regaud 
and A. A. Lacassagne. (Of the Radium Institute of Paris University). 


Some cases of sarcoma of the uterus treated by radiotherapy. 

The incidence of sarcoma of the uterus is said to vary between 0.5 and 
2 per cent of all malignant growths of the uterus and the less accurate the 
histological examination the higher is the reported percentage, Regaud 
and Tacassagne found only six cases of sarcoma out of 1,000 malignant 
uterine tumours examined between 1919 and 1930—a percentage of 0.5. 
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Of these six, three were patients between 52 and 54 years of age, one was 
75, one 37 and one 29 years of age. All except one patient, who was 
tieated by internal radium alone, were treated by radium. internally and 
either radium or X-rays externally. It was difficult to be sure of the | 
primary site of the tumour because the growth was usually widespread 
before the patient was examined. One tumour probably commenced in 
the recto-vaginal wall, two in the cervix, one was a diffuse growth of the 
uterus, one patient had been operated on for a growth of the cervix, and in 
the remaining case the sarcoma had its origin in the stump of the cervix 
left after a subtotal hysterectomy performed for a benign growth of the 
uterus, 

Sections from three cases were characterized by spindle cells, two of which 
were probably fibro-sarcomata and a third a leio-myoma-sarcomatosum. 
One case was a myxo-sarcoma, while the remaining two were difficult to 
place but belonged to the group of sarcomata. In only two cases could 
the treatment be concluded, owing to the onset of high fever and severe 
general symptoms. Although the treatment caused the growths to de- 
crease in size, all the patients, except one, the woman of 75, died within 
six months of the institution of the therapy. When the growth decreased 
markedly in size the diminution was associated with massive necrosis, and 
subsequent septic invasion. 

The authors conclude that sarcomata of the uterus, owing to their weak 
tadio-sensitivity, are not suitable tumours for radium or X-ray treatment. 
So long as the tumour is operable surgery is still the least harmful 
method of treatment. Further, the radium therapy of these cases must 
be undertaken with the greatest care, owing to the disimprovement which 
may arise from the infection originating in the massive necrosis which 
irequently occurs in these tumours. 

G, W. Theobald 


Zentralblatt fiir Gynakologie. 
April 18, 1931. 

The war against cancer and its treatment. O. v. Franque. 

The problems of the war against cancer. P. Esch. 

Wounds of the genitals and their results. H. Fuchs. 

A case of early separation and recovery in gas gangrene infection. 
M. Gutman, 

The operative treatment of pya«mia, with a case that recovered. 
M. Matyas. 

Zengemeister’s serological determination of relationship. H. J. Frey- 
schmidt. 

The double effect of belladonna in obstetrics, antispasmodic and ecbolic. 
I,. Alexander. 

The value of Guttadiaphot in gynzecological diagnosis, A. W. Hochloff. 


April 25, 1931. 
An enquiry whether the non-operative treatment of varicose veins is 
dangerous. P. Linser. 
The influence of intra-partum fever upon the course of labour and the 
puerperium. F. C. Hilgenberg. 
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Salpingography and inflation of the Fallopian tubes, J. Novak. 

*Contraception as a subject for clinical teaching. W. Stoekel. 

Experimental investigation of chemical contraceptives. M. Rodecurt. 

Sudden death from heart block in a newly delivered woman. P. Hers- 
kovics. 

The biological characters of the placental hormone. A. Jegorow and 
E. Maisel. 

The question of thymophysin. K,. E. Fecht. 


May 2, 1931. 

Abrodil in pyelography in gynzecology and midwifery. St. Simon and 
E. Navratil. 

A contribution towards X-ray diagnosis in midwifery. H. Hellendall. 

Klein’s treatment of ureteral fistula by X-rays. K. Otto. 

A contribution to the recognition of supernumary ureters opening outside 
the bladder. H. Katz. 

The recognition of chronic sclerosing inflammation of the female urinary 
tract. B. Ottow. 

A case of myoma of the bladder. I. Krinke. 

Simple herpes of the bladder. A. Gremme. 

Anesthesia of the rectal mucous membrane. A new method of post- 
operative retention. H. Kohler. 


May 9, 1931. 
A critical review of the Aschheim-Zondek reaction and its significance 
tn difficult cases. P. Haupstein. 
The continuous intravenous transfusion of glucose solution in the treat- 
ment of puerperal sepsis and its complications, E. Fauvet. 
The clinical signs of lateral pyocolpos and hzematocolpos. E. Klaften. 
Remarks on the article by Dr. A. Nemes on ‘‘Hysterectomy of the gravid 
uterus during labour and subsequent opening,’ in Zentralblatt fiir 
Gynikologie, No. 7, 1931. St. v. Toth. 
*The avoidance of a prolonged first stage of labour. A. v. Fekete. 
The syncytium and the reaction of the young placenta. R. Vorster. 
Curettage of the uterus by the abdominal route, A. W. Hochloff. 
May 16, 1931. 
The Kirschmer-Wagner method of forming an artificial vagina. E. Vogt. 
The feminine influence of ovarian hormone. H. O, Neumann. 
The treatment of serious hemorrhage of ovarian origin with large doses 
of sistomensin. J. Keip. 
The instrumental perforation of the puerperal uterus. S. Beckman. 
Czesarean section on account of dangerous bleeding from a varix of the 
cervix. G. Schey. 
Experimental studies of the question of birth regulation. W. Niederland. 
May 23, 1931. 
The use of Schiller’s fixation tablets in diagnostic curettage and excision. 
O. Frankl. 
Acute cedema of the lungs during delivery. A, Gremme. 
Diagnostic errors. H. O, Neumann. 
A rare case of tubo-ovarian pregnancy. H. Peri. 
Mummification of an old tubal abortion with pregnancy in the other 
Fallopian tube. A. Engels, 
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*The vaccine therapy of inflammatory disease of the female genital organs. 
L. Bublitschenko. 
Reply to H. Schmidt: the treatment of leucorrhoea by salicylic acid. 
O. Koster and H. Treber. 
The hand as a dilator. A. Haupt. 
May 30, 1931. 
An examination of reproduction in the Java makaka. A. Spiegel. 
An examination of makaka, G. Frommelt. 
The physiology and pathology of delivery in monkeys. E. Philipp. 
Hysteroscopic examination of a puerperal monkey’s uterus, and an 
anatomical examination of the puerperal uterus of macacus rhesus. 
F. v, Mikulicz-Radecki. 
A case of abdominal pregnancy in a native of East Africa. A, Eckhardt. 
Dangerous thrombo-deficiency uterine hemorrhage: splenectomy and 
recovery. B. Zondek. 
*The technique of evacuation of an abortion and the use of a local anzes- 
thetic. H. Loebel. 
Regeneration of the uterine mucosa after operative abortion. N, Krupen- 
nikow and P. Léltschuk. 
*The differential diagnosis of spontaneous and illegal abortion. M. I. 
Magid. 
June 6, 1931. 
*A case of spontaneous rupture of the uterus and laceration of the vagina. 
H, Saenger. 
*Appendicitis during pregnancy and labour. E. Puppel. 
Pregnancy anzemia of the pernicious type. W. Spitzer. 
Manoilofi’s pregnancy reaction. R. Luh. 
Cholin-therapy at the climacteric. K. Abel. 
A new instrument to dislodge the portio in total extirpation of the uterus. 
J. Malfatti, 
Detoxin in the treatment of universal sepsis. O. Koster. 


June 13, 1031. 

The circulation in the uterine mucosa after extirpation of the corpus 
luteum. A. Westman. 

Venous ligature in pyeemia. F. v. Mikulicz-Radecki, 

The question of colpopiesis by means of Thiersch skin grafting. A. 
Ostreil. . 

The significance of retro-placental haemorrhage in the recognition of 
syphilis. K. Linning and T. Frank. 

Manual removal of the placenta and uterine examination. K, Heyrowsky. 

The question of the flora of the uterine cavity. W. Afanassijew. 

The  Schauta-Stoekel vaginal operation for cervical carcinoma. D. 
Maluschew. 

June 20, 1931. 

Anterior pituitary hormone prolan and its effect upon male genital glands, 
H. O. Neumann, 

The influence of anterior pituitary hormone upon the genital system of 
the male mouse. J. Czyzak and M. Prochorow. 

The salivary contents of anterior pituitary hormone. M. Trancu-Rainer. 

Intracardiac injection of adrenalin to resuscitate cases of asphyxia 
neonatorum, H, Hofmann, 
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Difficulties in the diagnosis of eclampsia. E. Kulka, 

Termination of pregnancy for pernicious vomiting. M. Gutman. 

Remarks on an article on ‘‘A case of endometrioid new growth.” A. 
Rieck. 


. The diagnosis of early pregnancy with phosphorwolfram acid solution. 
I. Bebtschuk. 
June 27, 1931. 
The differential diagnosis between lues and tuberculosis of the corpus 
uteri. P. Caffier, 
Tuberculosis of the portio vaginalis. H, Dworzak. 
Remarks upon the article of J. Szekely on ‘‘Vaginal anesthesia in 
' laparotomy.” J. Frigyesi. 
Further experience with percain in lumbar anzesthesia.. E. v. Konrad. 
A contribution to the treatment of dysmenorrhcea. E, Busch. 
The significance of light therapy in the treatment of painful conditions 
in the female pelvis... A. Landeker. 
The alteration of the iodine content of the blood under the influence of 
mud packs. S. Becker. 
July 4, 1931. 
Otto Kustner’s obituary. W. Stoeckel. 
Otto Kustner’s obituary. H. Sellheim. 
Otto Kustner in Dorpat, B. Ottow. 
The history of bimanual examination. O. Kustner. 
A contribution towards the formation of an artificial vagina by Kirschner 
and Wagner’s method. L. Kraul. 
A: case of hyperplasia of the vagina and external genitalia in a deformed 
foetus. G. Motta. 
The occurrence of cartilaginous tissue in curettings from the uterus. 
F. Kovacs. 
Strangulated hernia with abnormal contents. W. Spotzer, 
The treatment of gonorrhceal inflammation of the adnexa with gonoytren. 
K. Woltereck. 
The technique of evacuation of abortions. R. Kuppenheim. 
Manual dilatation of the cervix during labour. Th. Johannsen, 
Serum prophylaxis in midwifery, A. Schlossberger. 
: July 11, 1931. 
*The hormonal therapy of amenorrhocea, H-U. Hirsch-Hoffmann. 
The influence of the hormone preparation, progynon, on the sexual 
function. H. Lewin. 
Operative ovarian implantation in women castrated by operation. G. Katz. 
Adenomyosis. H, Lewinsky. 
The endothelial system in pregnancy. N. Louros. 
Gynecology and popular health. F. H. Bardenheuer. 
A new self-retaining vaginal speculum. O. Koster, 


Contraception as a subject for clinical teaching. 

Stoekel fully considers the question of contraception as a subject ‘or 
clinical teaching, and comes to the following conclusion :— 

1. Rationalization of the number of children is one of the most important 
problems of the future. He considers the future of the German nation 
depends greatly upon its right employment. 
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2, The medical profession must associate itself in an advisory capacity 
in this matter, although it should not take the part of a pioneer. 

3. The limitation of families is a necessary evil; an evil because the 
unlimited increase of the population is the ideal from national economic 
conditions, but necessary because the ideal is unattainable at the present 
day. ; ; 

4. The limitation of families should not be bolstered up by false reasons 
such as: 

(a) Improvement of the quality at the expense of the quantity. It is 
well known that the quality is best when there is a large quantity. 

(b) The rearing of children is the affair only of the parents, and it is for 
them to decide. But it is also an affair of the State, which depends upon 
the succession of the next generation. 

(c) The rearing of a single child, or at least two children, from the 
point of view of education and maintenance is far easier than the rearing 
of a large number. The mistake of this thesis is shown by the over- 
valuation of material good in the coddling of illness at the present day in 
Germany. 

5. If limitation of the family is recognized as a necessary evil then 
clear and strong indications must be laid down. 


6. It is necessary that contraceptive methods should be taught theoretic- 
ally and practically, with emphasis of the indications for such treatment. 

7, Operative abortion and contraception have both only one object— 
the limitation of families. Contraception is only a more previous method 
but, in spite of this, in practice they cannot be put upon the same plane. 
In operative abortion the new individual, the ovum, is destroyed and the 
life of the mother is endangered ; but with contraceptives it is not certain 
that pregnancy would have resulted if contraception had not been employed. 
By means of contraceptives the desired result is obtained without any 
danger to the mother, and the new individual is not destroyed. 

8. By medical instruction improper methods of contraception will be 
avoided and the practice guided by the medical profession. 

g. Contraception has become a speciality and is practiced by doctors 
whose gynecological knowledge and practice are small. Contraceptional 
advice given by these is valueless when unassociated with an enquiry into 
the rightful indications for its practice. 

10. Because abortion and contraception cannot be similarly grouped, 
the indications for these two procedures are not identical. The indications 
for contraception can be far more widely spread than those for operative 
abortion. 

11. Contraception, justified or not, permissible or forbidden, does not 
allow of its being closely circumscribed ; the division between contraception 
and abortion must depend upon personal belief and outlook. 

12. For both contraception and operative abortion there are clear medical 
indications. When pregnancy, life or health are endangered both means 
may be indicated. But, in addition, contraception may be indicated when 
pregnancy is not desirable on medical grounds, 

13. Contraception is justified when inherited defects make the life of 
the offspring undesirable, 
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14. Social reasons are, as a rule, not of medical concern, although the 
birth of another child may make living conditions too difficult for the 
rest of the family. 

15. Refusal on the part of a woman to bear children is not a good reason 
for helping her with treatment or advice. Such practice is a prostitution 
of true medical practice. 

16. There are operative and non-operative methods of prevention. 

17. The operative means usually consist of blocking the lumina of the 
Fallopian tubes. Temporary sterilization is still in the experimental stage 
and should not be the method of choice. 

1§. Temporary sterilization by the X-rays is uncertain and not desirable, 
as there is likelihood of damage to the later fertilized ovum. Temporary 
sterilization by luteinization of the ovaries is still only in the hypothetical 
stage. 

19. Mechanical contraceptive methods aim at preventing the access of 
the spermatozoa to the ovum without harm to the genital organs. 

20. Coitus interruptus he considers the most certain method if it is not 
left too late. 

21. Coitus interruptus, when practised over a long period of time, is 
harmful both to husband and wife. They develop nervous symptoms and 
anatomical and functional damage to the female genital organs ensues. 

22. The best method for the man is the condom, and for the woman the 
Mensinga pessary. 

23, Accidents result from the use of a defective condom or faulty 
position of the pessary. 

24. The danger of the Mensinga pessary lies in its action, as a foreign 
body, on the vaginal walls with the prevention of the normal secretion. 
The cervical cap is less desirable than the Mensinga pessary because of 
the difficulty in its application and the greater prevention of the vaginal 
secretion. 

25. All intra-uterine pessaries are dangerous and should be scrapped, 
as prevention of conception results only from the endometritis induced. 

26. Drugs act more uncertainly than mechanical means and may damage 
the vagina. 

27. Chemical preparations as auxiliaries to mechanical contraceptives 
are to be recommended, especially in the form of a douche immediately 
after coitus when a defective condom is known to have been used. 

28. Tablets, ointments and powders are less desirable because it always 
remains uncertain whether they reach all the spermatozoa of each 
ejaculation. 

29, It is a pity that the relative efficacy of the various chemical prepara- 
tions has not been estimated by some reliable institution. 

30. It is noticeable that a prolonged practice of contraception is followed 
by sterility. 


The avoidance of a prolonged first stage of labour. 

' . V. Fekete discusses fully the causes of delay in the first stage of labour 
and the means which have been employed to hasten delivery. Primary 
uterine inertia due to overdistention or to the want of tone in the upper 
uterine segment is a common cause. This can be treated prophylactically 
by daily hot foot-baths to promote vascularity of the pelvic organs, and 
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by hot baths after the onset of labour. Separation of the lower pole of the 
ovum from the lower uterine segment also helps to make the effect of the 
pains more satisfactory. ; 

Manual dilatation of the cervix serves reflexly to induce stronger and 
more effective contractions, but this procedure may be complicated by . 
early rupture of the membranes. The writer has used chinin in 15 cases. 
He gives the drug orally in doses of .25 mgr. with an equal dose of veronal, 
Six cases. were satisfactory, three were uncertain, and in only. six cases did 
the frequency of previously infrequent pains increase. He considers that 
it serves to increase the frequency of the pains from the time that the 
external os is one finger dilated, and its use is not a contra-indication o 
the use of other drugs. In febrile cases when pituitary preparations 
are ineffective it is the preparation of choice. He objects to pituitrin in 
the first stage of labour because of the prolonged duration of the contractions 
and the consequent risk of foetal asphyxia. A mixture of pituitrin and 
thymus extract was advocated by Temesvary, under the name of thymo- 
physin, and this does not possess the disadvantage of leading to foetal 
asphyxia; the author has found thymophysin a satisfactory drug in both 
the first and second stages of labour. Because of the vaso-constrictor 
action of the original thymophysin a modified preparation without vaso- 
constrictor action has been made under the name of uterothym. He has 
used this preparation in 48 cases during the previous year with satisfactory 
results. He did not observe any of the symptoms of foetal asphyxia. In 
conclusion he considers that most cases of primary uterine inertia go 
unaided through labour, and in such cases stimulant drugs are quite 
unnecessary and may even be harmful. Of the preparations used in treating 
primary uterine inertia he prefers uterothym, given in 0.5 c,c. doses every 
hour for three or four doses, but such peparations are never administered 
in cases of disproportion. He prefers uterothym to the other preparations 
to hasten the second stage of labour because this drug does not produce 
foetal asphyxia. 


The vaccine therapy of inflammatory disease of the female genital organs. 

The vaccine therapy in inflammatory disease of the female genital 
organs is fully discussed by Bublitschenk of Leningrad. The specific 
effect of autogenous vaccines has been questioned, and the results obtained 
by different practitioners, dealing in some cases with acute and in other 
cases with chronic inflammatory disease, have been variable. The method 
of administration of vaccines, whether subcutaneously, intramuscularly, 
intravenously or locally, have all had their advocates. Some authorities, ° 
especially Besredka, consider that the use of dead organisms is valueless, 
and that the employment of living organisms from purulent discharges is 
too dangerous. The writer has not had good results from protein therapy, 
but in the case of gonorrhoea he has employed Klingmuller’s turpentine 
therapy in preference to it. The use of argoflavin or rivanol or collargol 
has been followed by uncertain results. In some cases of puerperal infection 
rapid cure has apparently resulted, but in others pyzemia has followed. 
Twenty cases of gonococcal post-partum infection were treated by local 
disinfection ; of these, 13 had slight rises of temperature, and four had 
children with ophthalmia neonatorum. All these cases were discharged 
well after a stay of 16% days in hospital. Sixty cases of gonorrhoea 
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with positive blood-cultures were treated with vaccines, The urotropin- 
gonococcal vaccine was given intravenously. The cervix and vagina were 
swabbed daily with a two per cent solution of copper sulphate, In <4 
cases (40 per cent) the cure, with disappearance of organisms, was complete ; 
in 25 cases (41.7 per cent) there was improvement although gonococci 
persisted in half of these; in seven cases (11.7 per cent) there was only 
slight improvement or the condition remained unchanged; and in four 
cases (6.6 per cent) the condition became worse than before treatment was 
started. Eighty cases of adnexal inflammation were treated with a mixed 
vaccine made from cultures of streptococci, staphylococci and bacillus pyo- 
cyaneus. The injections were given twice a week. Although the gonococcus 
was not identified in films from the urethra and cervix, in these cases the 
clinical history pointed to a gonococcal origin. In 33 cases (41.3 per cent) 
the pain and discharge ceased while the inflammatory swelling subsided. 
In 34 cases (41.5 per cent) the pain was relieved and the discharge ceased, 
In 10 cases (12.6 per cent) the condition of the patients remained the same, 
while in three cases (3.7 per cent) the condition after treatment was worse 
than before treatment. 

He considers that his results are better than those obtained by the 
conservative treatment advocated by some authorities in the past. They 
are better in those patients treated by the radical operation of Caesarean 
hysterectomy advocated by Michel. 


The technique of evacuation of an abortion and the use of a local anesthetic. 

The evacuation of abortions under local anzsthesia is advocated 
by Henryk Loebel. He uses one per cent allocaine lumiere in a dose 
of 10 c.c. The advantages are that the operator induces the anesthesia - 
and that this method allows of dilatation of the cervix to No. 12 Hegar’s 
dilator without difficulty. Evacuation of the uterus is easy and is not 
accompanied by much bleeding, The induction of anesthesia is easy. 
Iodine must not be used as a vaginal antiseptic, because it spoils the 
aneesthetizing effect of the allocaine. This anzesthetic is suitable for clean 
cases of abortion and for the operative termination of pregnancy. The 
anesthetic ‘is without danger, and the patients can be treated as out- 
patients. They are sent home immediately after evacuation of the uterus. 


The differential diagnosis of spontaneous and illegal abortion. 

Magid of Kiew analyses a series of cases of abortion treated in the 
isolation department of the Oktoberkrankenhaus. The mortality was 4.3 
per cent. He comes to the following conclusions :— 

1. Abortion had been criminally induced in 30 per cent of the febrile 
cases, and in less than 12 per cent of the afebrile cases. 

2. Criminal interference was acknowledged in 60 per cent in which it 
was established that abortion had been illegally induced. 

3. Legal and illegal induction of abortion was most common during the 
first three months of pregnancy. 

4, The differentiation of illegal from spontaneous abortion is of great 
importance from the point of view of treatment. 





678 Journal of Obstetrics and Gynecology 


5. By prompt treatment the mortality in the illegal cases was reduced 
to 4.3 per cent. 


6. Death from sepsis in an incomplete abortion must be attributed to 
an illegal attempt to produce abortion. 


A case of spontaneous rupture of the uterus and laceration of the vagina. 

On November 28, 1930, the patient, who was aged 31, became pregnant 
for the thirteenth time in 13 years. She consulted her doctor on account 
of bleeding at the end of pregnancy. Both her parents had died of cancer, 
and in 19co and 1901 she was treated for congenital syphilis with mercury. 
Between 1917 and 1925 she had six full-time deliveries ; these children were 
not syphilitic. In 1924, on account of headache, she was given a course 
of salvarsan. In the years 1921 to 1928 she had six abortions without any 
period of definite illness. At the time of admission the bleeding was 
moderate in amount but centinuous ; the cervical cana] admitted one finger 
and the internal os was closed. The case was not one of placenta preevia. 

On December 1, 1930, labour started and the bleeding increased. Twelve 
and a half hours later and 134 hours later 0.75 c.c. of thymophysin was 
injected intramuscularly. Fifteen hours after the onset of labour the 
pains became expulsive, but on examination the external os was the size 
of a two-mark piece. At this time the patient experienced a burning 
pain in the region of the fundus uteri, which was followed by an alteration 
in the shape of the uterus and the relations of the foetal parts, On vaginal 
examination a sausage-shaped swelling was felt in the posterior uterine 
wall. Rupture of the uterus being diagnosed, laparotomy was immediately 
performed and a dead full-time fcetus was found lying free in the upper part 
of the abdomen. The placenta was almost entirely detached and was pro- 
truding through a rent in the posterior wall. Total hysterectomy was 
carried out with vaginal drainage, followed by the intravenous transfusion 
of kalorose and cardiagol. The patient recovered after three critical days 
and was discharged on January 15, 1931. The specimen of the uterus, 
20 cm. in length, was split in the posterior wall for about 15 cm., and this 
trent extended downwards into the vagina for a length of five centimetres. 
Microscopic examination did not show any scar tissue or evidence of 
trophoblastic invasion of the tissue. Neither vascular disease nor adeno- 
myosis was found. At the time of the examination, prior to giving 
the thymophysin, a soft swelling was felt in the portion of the posterior 
wall just inside the internal os. In view of his later findings the writer 
considers this to have been a haematoma formed by the commencing rupture 
of the muscular wall, due to luetic disease, and that the patient’s bleeding 
came from this early rupture. 


Appendicitis during pregnancy and labour. 

Puppel describes some cases of appendicitis complicating pregnancy 
and labour, including a case of gangrenous appendicitis in which it was 
impossible to reach the appendix until the ovum had been removed by 
Ceesarean section and the uterus extirpated by Porro’s operation. Another 
case which ran a febrile course during labour, was found to have general 
peritonitis due to a perforated gangrenous appendix 24 hours after the 
perforation occurred, The result was fatal. He considers that gangrenous 
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appendicitis at the end of labour or during labour is best dealt with by 
laparotomy. By such treatment the diagnosis is confirmed. After opening 
the abdomen the gloves of the operator and his assistant and the instru- 
ments are changed. The child is then delivered by Cesarean section, after 
which the appendix is removed and the abdomen is closed with drainage. 


The hormonal therapy of amenorrhea. 

The author considers the possibility of exact dosage with preparations 
of the sexual hormones, especially follicular hormone and anterior pituitary 
hormone, He describes a case with severe menopausal symptoms, following 
radium therapy for cervical carcinoma, which was treated with 150 M.E. 
doses of follicular hormone three times daily for a month without any result. 
She was then given four M.E., obtained direct from the ovary, with a satis- 
factory result. The writer comes to the conclusion that one cannot rely 
upon any beneficial result from the administration of any preparation of 
follicular hormone at present on the market. He therefore considers that 
preparations of anterior pituitary hormone must be used to obtain the desired 
result, but he questions whether the hormone obtained from the urine oi 
pregnant women is so effective as that obtained from the anterior lobe of the | 
pituitary gland. He considers that there is a difference in the clinical 
effect. In the anterior pituitary treatment of amenorrhcea he considers 
that overdosage must be guarded against, and that two to four R.E. per 
dose is sufficient. If the dose is too great it may produce luteinization 
of the follicle, with nullity of result. He considers it essentially useful 
in the primary amenorrhoea of young girls with hypoplasia of the genitalia. 
It should be pointed out that this hormone is not without possible danger 
when given in an overdose. 


R. A. B. Adamson. 


Monatsschrift fur Geburtshilfe und Gynakologie. 


Vol. Ixxxv, Nos. 5 and 6, August, 1930. 
*Domiciliary operative midwifery. L. Bickel. 
*Investigations on the action of thyroxin in pregnancy. H. Siedentoff. 
The clinical use of the new posterior pituitary preparations orasthin and 
thonephin. E. W. Winter. 
*The erythrocyte sedimentation reaction in obstetrics. E. M. Kaplun. 
The origin and malignant degeneration of cystic disease (Reclus) of the 
mammary gland. W. Joel, _ 
*Thrombocytes and thrombosis during the puerperium. H. Krukenberg. 
*Injuries to the bladder and rectum as a result of treating carcinoma 
cervicis by means of radium. F. C. Wille. 


Vol Ixxxvi, Nos. 1 and 2, September, 1930. 
*Geographical differences in cases of prolapse. G. A. Wagner. 


*The diagnosis of early pregnancy by means of the Dienst ninhydrin test 
on the urine. E. Detankowa. 


*Somnolency in pregnancy. S. Fraymann. 
*Alterations of blood-pressure during the climacteric. K. v. Magyary. 
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The influence of sterilization of human milk upon its nutritive properties 
(a communication for comparison with the article by Kayser in 
Vol. Ixxxiv.) W. Catel. 

Remarks on the preceding work of W. Catel. M. E. Kayser. 

Remarks on the preceding investigations of M. E. Kayser. W. Catel. 

*Biological methods of treating inflammatory diseases of the vagina. T. 
S. Andreitschuk. 

*Chinovagin, a new vaginal disinfectant. K. Welsch. 

*A malignant cervical tumour in a girl aged 16 months, F. Kohlaas. 

*A case of primary chorion-epithelioma of the Fallopian tube. W. A. 
Chatunzew. 

*Typical and atypical X-ray findings with uterine myomata following 
injections of iodipin. R. Joachimovits. 

Vol. Ixxxvi, No. 3, October, 1930. 

*The therapy of placenta preevia. R. Kessler. 

Investigations on the oxydizing power of blood from eclamptics. W. 
Haupt, H. Goecke and J. Loevenich. 

*Resection of the coccyx during labour. A. Niedermeyer. 

Gaping hiatus vagine. H. Sellheim. 

Psychogenic gynzecological maladies. F. Kirstein. 

*A casuistic contribution to the pathology of the newly born. E. Sonnen- 
feld. 

Some interesting histological appearances in gynzecological practice. E. 
Mathias. 

Vol. Ixxxvi, Nos. 4 and 5, November, 1930. 

Post-partum wasting . H. Curschmann. 

*The management of labour with contracted pelvis. H. Krukenberg. 

Partial and secondary hydatidiform degeneration. A. Hermstein. 

*The use of air inflation and utero-salpingography for gynecological 
diagnosis in the United States of. America. A. Stein. 

*The results of conservative treatment of adnexal inflammations com- 
pared with the results of radical treatment. F.C. Geller and I. Krinke. 

*Heaematological crises in gyneecological cancer patients treated by means 
of radium. S. Jagunow. 

*Trypan blue storage in the epithelium of the uterine mucosa of the 
white mouse and the rat. R. Glas. 


Vol. Ixxxvi, No. 6, December, 1930. 
Post-operative diptheritic infections. K. Jaroschka. 


*The symptoms and signs of granulosa-cell tumours of the ovary. 
E. Klaften. 


*A case of cervico-vaginal fistula. W. Peisachson. 
Merocrania and exencephaly. A. Gemme. 


The treatment of melena neonatorum with the vitamin preparation 
‘“nuteina.”’ E, Vogt. 


Domiciliary operative midwifery.. 

The author quotes the mortality of mother and child after Caesarean 
section performed in a large number of clinics all over the world. He 
quotes the results of vaginal operations by various workers and shows 
how much lower the mortality is. Lastly he analyses the results of 1000 
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calls to patients’ houses in the poor working-class district of Berlin which 
were answered during 22 months. There wete 726 deliveries, 30 cases were 
despatched to hospital, 96 cases of abortion were treated by operative 
evacuation of the uterus in their homes, nine cases of abortion were sent 
to ‘hospital, 40 cases were not in labour and subseqeuntly delivered them- 
selves normally, 19 were not pregnant and 80 perineal lacerations were 
stitched. Only 55.37 per cent of the deliveries terminated. spontaneously, 
indicating a high percentage of pathological labours. Only one mother 
died, while 37 had a temperature; 79 children died. Vaginal operations 
were carried out in 305 cases of which 127 were forceps deliveries. 


Investigations on the action of thyroxin in pregnancy. 

The author points out that a difference of opinion exists whether there 
is a hypo-function or hyper-function of the thyroid gland during pregnancy 
and quotes authorities in support of both views. Investigations with the 
thyroid in pregnancy have produced conflicting results in different hands. 

‘The author fourid that injections of thyroxin into pregnant guinea-pigs 
did not kill the foetfis, which were, however, always under weight. This 
was applied to 17 pregnant women with a view to procuring a smaller 
child and easier labour. ‘The average weight of the babies from the treated 
mothers was 200 grammes, and their average length was 1.7 cm. less than 
normal. There was no evidence of hyperthyroidism in the children; they 
developed normally. 


The erythrocyte sedimentation reaction in obstetrics. 

The writer quotes the work of other investigators and refers to the 
various theories for the cause of sedimentation. (He does not suggest 
anything new). His method is to notice the sedimentation distance every 
15 minutes for 90 minutes and plot a graph. He groups his results into 
four groups according to where the peak of the curve occurs. -In con- 
clusion he demonstrates that this method quite frequently indicates altera- 
tions during the course of an illness before the symptoms manifest it. 


Thrombocytes and thrombosis during the puerperium. 

The author points out that the cases of thrombosis in their clinic have 
been doubled since the war. It occurred in 0.82 per cent of 11,427 patients 
delivered from 1919 to 1929. Thirty-two of the patients were primipare, 
62 multipare. The age of the patients played no part. Sixty-one patients 
had definite varices before delivery. Sixty-three deliveries were riormal. 
Fifty-three times the thrombosis was left-sided and in nine cases bilateral. 
The condition developed between the third and fifth week. The mortality 
was 2.1 per cent, the cause of death being embolism. 

The thrombocyte count after normal delivery was found to fall’ for 
two days after delivery and then gradually to rise, reaching a maximum 
between the ninth and the twelfth days of the puerperium. Between the 
fifteenth and the eighteenth days it again returned to normal, In cases 
of thrombophlebitis the count remains low for about 13 days and reaches 
a maximum on about the twentieth day of the puerperium. No relation 
could be demonstrated between the amount of hemorrhage post-partum 
and the thrombocyte. count. 
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Injuries to the bladder and rectum as a result of treating carcinoma cervicis by 
means of radium. 

The bad effects of radium are divided into early forms, e.g. peritonitis, 
sepsis, pyeemia and hemorrhage, and late, which include damage to the 
rectum and bladder. The early changes in the bladder are not easy to 
recognize cystoscopically. The symptom is the onset of strangury immedi- 
ately after the application. Rectal injury is characterized similarly by 
tenesmus, diarrhoea and later by the passage of blood with the stools. Later 
the cystoscope reveals small well-defined whitish grey areas, associated with 
which there may be ulcers surrounded by bullous cedema; this, however, 
can also be found in cases of untreated cervical cancer. The author gives 
the detailed history and radium dosage of a group of patients who developed 
rectal and vesical injuries. 


Geographical differences in cases of prolapse. 

The author illustrates the fact that diseases vary in their character, 
course, complications and response to treatment, in various localities. He 
was able to examine the cases of prolapse in two separate areas, and found 
that whereas in one town the percentage of cases with a deficient pelvic 
floor predominated, in the other the levatores ani were found to be excep- 
tionally good while the pelvic fascia and other supports were rather weak. 


The diagnosis of early pregnancy by means of the Dienst ninhydrin test on the urine. 

The authors found that this test was of less value than other biological 
methods in gynzecological diagnosis. They were able to obtain only 88.5 
per cent of correct results in early pregnancy and found that it was of 
little assistance in cases with adnexal inflammation. Dienst’s hypothesis 
for the cause of the toxeemias, was not substantiated. 


Somnolency in pregnancy. 

The author gives the history of a woman suffering from catalepsy. 
Gynecological examination produced profound sleep each time it was 
carried out, and on several occasions the patient’s uterus was evacuated 


during these slumbers and she was put back to bed without knowing that 
anything had been done. 


Alterations of blood-pressure during the climacteric. 

The author found a definite alteration of the blood-pressure regulating 
mechanism in women going through the climacteric. The readings were 
taken in the morning because it was found that the pressure in menopausal 
women at this time was raised when compared with that of normal indi- 
viduals. Treatment with ovarian preparations had a beneficial effect. It 
was also shown that the increased pressure is not dependent on any latent 


renal or vascular disease and is entirely attributable to the absence of 
ovarian function, 


Biological methods of treating inflammatory diseases of the vagina. 

The factors concerned in autosterilization of the vagina are: (1) the 
glycogen-of the vaginal epithelium, (2) the acidity of the vaginal secretions, 
(3) the vaginal flora, (4) the biological function of the vaginal wall. 
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General and local conditions may alter these factors. Antiseptic douches 
are shown to have a detrimental effect on both the vaginal epithelium and 
the normal flora with the production of little more than temporary benefit. 
The author’s method of treating vaginal inflammations was to irrigate 
with normal saline and ther insert a tampon which is impregnated with 
fresh cultures of Dorderlein’s bacilli, glucose and liver broth. These are 
left in for 24 to 36 hours. In all, 35 patients were so treated, of whom 
20 were cured. Thirteen were improved and two did not derive benefit. 
The author concludes that the results are encouraging and warrant a 
continuation of the method in a larger series of cases. 


Chinovagin, a new vaginal disinfectant. 

This substance is put up in tablets each containing 0.51 gramme of 
chinosol. The vagina is irrigated, a tablet placed in the posterior fornix 
and the orifice occluded by means of a cotton wool pledglet. Next morn- 
ing this is removed and the vagina is again irrigated. In patients with very 
profuse discharges the treatment is carried out daily, in the others every 
other day. The advantages of the treatment are that it is easy to carry 
out, the results appear to be permanent, the cleansing appears to be rapid, 
and in cases of carcinoma with a foul discharge the deodorizing effect is 
marked. The author has treated 70 cases with good results. 


A malignant cervical tumour in a girl aged 16 months. 

The author describes the history, post-mortem findings and histology of 
an embryonic malignant tumour. The child commenced to have irregular 
vaginal hemorrhage and discharge when six months old and finally died 
of urzemia due to pressure upon the ureters. The sections showed an 
embryonic type of carcinoma. 


A case of primary chorion-epithelioma of the Fallopian tube. 

The author gives the history and illustrates a case of chorion-epithelioma 
which was clinically diagnosed as one of ectopic gestation. From the 
literature and his own case it is possible to reccgnize three stages in the 
clinical picture of cases of chorion-epithelioma of the Fallopian tube: 
1. Manifestations of an ectopic gestation. 2. A latent period without 
symptoms. 3. Rapid growth of the tumour, internal hemorrhage with 
marked anzmia and generalized metastases. Dr, Chatunzew believes that 
chorion-epithelioma of the Fallopian tube is commoner than is usually 
recognized and that cases are probably mistaken for ectopic pregnancies. 
He advocates radical treatment for ectopic gestation, chorion-epithelioma 
has been known to develop in Fallopian tubes following conservative 
operations. 


Typical and atypical X-ray findings with uterine myomata following injections of 
iodipin. 
The author gives radiograms of the uterus following injection with 
iodipin to show the alteration of the shape and size of the uterine cavity 
caused by fibromyomata in various situations. 
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The therapy of placenta previa. 

Among 7.058 deliveries placenta preevia was found 107 times, 14 patients 
were primigravidee ; 16 times the placenta was marginal, in 40 cases partial, 
and in 35 central, while in 16 it was found indeterminate. The treatment 
adopted was rupture of the membranes Io times, Braxton Hicks’s version 
in 20 cases, metreuryses in five, anterior hysterotomy 21 times, Cesarean 
section: in 35 cases and spontaneous delivery in 16, Five patients died. 
_ A total of 109 children were born of whom 47 were dead. There were no 
maternal deaths among the cases treated by Ccesarean section. This 
operation is advised for all cases of central placenta praevia with a closed 
cervix and in cases of marginal and partial placenta preevia in which the 
loss of blood has been marked. The vaginal operation is carried out only 
when the foetus is smail. Version is advised as the best method for 
general practitioners to employ when called upon to treat cases of placenta 
previa. Finally the author states that proper treatment can only be 
catried out by an individual who has all the therapeutic measures at 
hand, therefore every case of placenta praevia should be despatched to 
hospital without internal examination after the first sign of bleeding. 


Resection of the coccyx during labour. 

The author quotes the literature on the subject and points out how 
infrequently this operation is performed. Then he goes on to describe 
a case in which he failed to deliver the child with the forceps in spite of 
strong traction. Investigation showed a contracted outlet. After resection 
of the coccyx delivery was completed quite satisfactorily. The operation 
wound was left open; it healed rapidly. 


A causuistic coatribution to the pathology of the newly born. 

‘The author quotes from the literature and describes cases of : 1. Icterus 
gravis neonatorum. 2. Congenital diaphragmatic deficiency: 3. Congenital 
cesophageal atresia. He points out the fact that abnormalities tend to 


oceur in children born of parents with a family history of previous abnor- 
malities. 


The management of labour with contracted pelvis. 

The author points out that the important factor in contracted pelvis is 
the relation between the pelvis and the foetal head. He states that as long 
as the 
Bipariet, D. + bitemp. D. 

two 
is a positive figure, normal delivery will occur. All these measurements 
can be obtained by means of the X-rays. It is, therefore, possible to have 
reliable information and so institute the proper treatment with an 
improved prognosis for both mother and child. 


Congugata vera = 





The use of air inflation and utero-salpingography for gynecological diagnosis in the 
United States of America. 
The author traces the development of the above methods from the year 
1919 and quotes the findings and improvements instituted by various 
investigators to the present time. 
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The results of conservative treatment of adnexal inflammations compared with the 
results of radical treatment. 

A questionnaire was sent to 321 patients treated for adnexal inflam- 
mations conservatively ; of these, 162 replied or presented themselves for 
exainination. Two to five years had elapsed since the patients had last 
received attention. The therapeutic methods adopted were, thermal, 
sitzbaths, light therapy, diathermy, injections of foreign proteins, auto- 
genous vaccines, gonoyatren and posterior colpotomy. The average 
period of treatment for the 162 cases was 25.6 days. Thirty-five of the 
patients had to be operated upon subsequently and are not included in the 
succeeding statistics. Of the remaining 127, 100 were quite free from 
symptoms. Detailed tables are given showing the individual results. 
Thermal treatment and injections gave similar results, while posterior 
colpotomy was the most satisfactory. Comparing these results with those 
which were obtained in: the chronic cases treated radically, the authors 
found that there was very little difference in the results except that 
operation had a primary mortality of 3.9 per cent. Finally the pros and 
cons of the two methods are discussed and the conclusion is that one 
should lean towards conservatism whenever possible. 


Hematological crisis in gynecological cancer patients treated by means of radium. 

The author carried out repeated haematological observations on a series 
of 57 patients who were being treated by means of radium for gynzco- 
logical cancer. The patients received 7,200 to 7,500 milligramme-hours of 
radium in 12 or 13 exposures of 400 to 600 milligramme-hours each. The 
age of the patients, their constitutional condition, the duration of the 
disease, the clinical pisture and the histological form of the growths 
were recorded. 

A review of the primary blood pictures demonstrated that this depended 
upon the extent of the disease. Early cancer, as well as recurrences 
appearing some time after removal of the original tumours, shows very 
little variation from the normal blood picture. In cases of inoperable 
uterine cancer with necroses the blood resembles that of secondary anzemia. 
The reaction of Fahrzeus was usually normal in early cases of cancer but 
become more rapid as the growth advanced. An alteration of the 
leucocytes was seldom noticed. 

Following radium treatment the author arranges his cases in two 
groups :— 

1. Early cases of cancer treated prophylactically. In only 12 per cent 
of these cases was an alteration of the red cell count noticed. The rapidity 
of erythrocyte sedimentation increased after the second or third radium 
application but towards the end of the course of treatment this diminished 
and showed very little difference from the normal. Some change in the 
leucocytes were also noted (a chart is given to show the changes). 
Morphological changes with the appearance of immature cells were found. 

2. Cases in which the primary blood picture showed a definite altera- 
tion from the normal (found in advanced cases of cancer). In 28 per cent 
of these cases a drop in the erythrocyte count was noted following the 
application of the radium. The leucocytes were markedly increased. The 
sedimentation reaction was always increased and did not tend to diminish 
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until cicatrization of the cancer cells occurred. Interesting changes in 
the eosinophil cell count were noted. 


Trypan blue storage in the epithelium of the uterine mucosa of the white mouse 
and the rat. 

The author refers to the literature on intravitam staining, pointing out 
that there are two methods depending on whether it is desired to 
demonstrate acidophil or basophil elements. He injected trypan blue sub- 
cutaneously into mice and rats at varying times during the cestrous cycle 
and noted that: (1) The concentration of the dye was greatest just before 
the onset of heat. (2) The vaginal epithelium absorbed least dye during 
the stage of cornification. (3) The uterine epithelium of castrated mice 
showed definite dye concentration, suggesting that it must be carried by 
the blood-vessels. (4) Following ligature of the Fallopian tubes the dye 
was still found in the uterine lumen; this points to probable excretion and 
subsequent resorption. 


The symptoms and signs of granulosa-cell tumours of the ovary. 

The author refers to the literature on the subject and points out that 
the classification, genesis and clinical features of these tumours still 
remain obscure. The various histological pictures met with are described. 
The classification given is: (1) Those cases in which hemorrhage occurs 
alter the menopause, giving rise at times to severe anemia. The uterus 
is enlarged and appears active. (2) A group of cases in which the tumour 
is found during the child-bearing age. These are rather uncommon and 
are more difficult to recognize clinically. A previously regular cycle is 
disturbed by hemorrhages and periods of amenorrhoea. Curettage reveals 
a markedly hypertrophied endometrium; and (3) Those cases which arise 
before puberty. Precocious development of the uterus cannot be said to 
occur. 

Macroscopically, granulosa-cell tumours are recognized as being smooth 
on the surface, with rather thick capsules, a soft consistence and a yellow 
colour, Uterine hemorrhages were commonly associated with tumours. 
A detailed description of the histological appearance of the uterus is given 
as well as the histories of six cases which the author has met with. 


A case of cervico-vaginal fistula. 
A case of cervico-vaginal fistula is described, through which an abortion 
was expelled. 
‘M. Datnow. 


Miinchener Medizinische Wochenschrift. 


April 10, 1931. 
Mild or energetic treatment of gonorrhcea? E. Langer. 
On the diathermy treatment of the female urethra. A. E. Stein, 
April 24, 1931. 
*A contribution to the subject of inherited tuberculosis. J. Schoedel, — 
Experiences with orasthin. F. Jaeger. 
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May I, 1931. 
*Why do gonococci become intra-cellular? H. Felke. 
*The treatment of after-pains, I. Jacoby. 
May 8, 1931. 
*The treatment of chorion-epithelioma by the X-rays. H. Wintz. 
May 22, 1931. 
The placenta considered as an internal secretory organ, and its biological 
and pathological effects on the female body. L. Seitz. 
*Ideal midwifery. M. Hirsch. 
*Is prophylactic sterilization at Caesarean section justified? Fritz-Krausz. 
Curettage performed for extra-uterine gastation. F, G. Dietel. 
*The treatment and prognosis of diffuse puerperal peritonitis following 
abortion. W. F. Rehren. 
Progress on the boundary of gynecology and neurology. L. Ballin, 
The most important changes in the positions of the female genital organs 
(i). E. Vogt. 
*The rectal administration of ergot. F. Jaeger, 
May 29, 1931. 
The most important changes in the positions of the female genital organs 
(ii). E. Vogt. 
June 3, 1931. 
Our experiences in treating the fever associated with chronic gonorrhcea. 
R. Foerster. 
Chinovagin in gynaecological therapy. K. Welsch. 


June 12, 1931, 
On the treatment of genital bleeding, with special reference to polygonorm. 
W. Funke. 
June 19, 1931. 
Twilight sleep narcotics. L. Frankenberg. 
A vaginometer. I. Democh-Maurmeier. 
July 3, 1931. 
*Bartholinitis caused by Pfeiffer’s bacillus. F. E. Koch and E. Kramer. 
On the regulation of labour pains by myo-pituigan. K. Abel. 
A foreign body coughed up by an infant eight months old, two days after 
being aspirated. Biichner. 


A contribution to the subject of inherited tuberculosis. 

Schoedel reports the case of a young unmarried woman, aged 22, 
suffering from miliary tuberculosis of pulmonary origin, who gave birth 
to a female child weighing 2,650 gr. and estimated to be of 38 weeks’ 
gestation. The infant appeared to be healthy, although a few glands 
could be palpated in the neck, and was immediately removed to the home 
for infants. The mother, who died a few days after delivery, never saw 
her child, which was less than 20 minutes in the labour ward, during which 
time she was under an anesthetic. Nevertheless the infant gave a positive 
Moro’s reaction and definite X-ray evidence of tuberculosis within 155 
days of its birth. The author is of the opinion that the number of authentic 
cases of congenital tuberculosis reported is increasing and is greater than 
is.generally realized; and this in spite of the modern tendency to isolate 
the infants born to infected mothers so soon as they are delivered, 


M 
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Why do gonococci become intra-cellular? 

Felke asserts that gonococci became intra-cellular because the medium 
surrounding the cells is too acid. Laudable pus has a proportion of 5.6, 
and whenever pus is rich in cells the gonococci are intra-cellular. When, 
however, the pus is diluted by alkaline discharges, as in the cervix or 
urethra, the gonococci thrive outside as well as inside the cells. The 
gonococci are not necessarily damaged by the phagocytic action of the 


cells, by which they are incorporated, but may live and multiply in the 
leucocytes. 


The treatment of after-pains. 
Jacoby states that after-pains may be so severe as to exceed in intensity 


the worst pangs of delivery. In such cases he has used optalidon with 
satisfactory results. 


The treatment of chorion-epithelioma by the X-rays. 

Wintz points out that the number of cases of chorion-epithelioma 
reported in the literature as having been treated with X-rays is very small, 
and in general this method has been confined to inoperable cases, Chorion- 
epithelioma cells are between 4o per cent and 50 per cent more sensitive 
to the X-rays than the most sensitive normal cells in the neighbourhood, 
and are more susceptible than carcinoma cells. The author reports the 
results he has obtained in the treatment of 11 cases during the last 11 years. 
Hight of these women are alive; one 11 years after treatment by X-rays, 
and five of the cases had only one exposure. Of the three deaths two were 
due to recurrence of the growth, while the third woman died from intestinal 
obstruction and evidence of chorion-epithelioma was not found from the 
material obtained at the post-mortem examination, which was conducted 
in difficult surroundings. Owing to the fact that these cells are carried 
not only in the veins, but in the arteries, the ‘author considers that radium 
treatment, with its inevitable trauma, is contra-indicated. Material for 
diagnosis should be removed by diathermy. He concludes that X-ray 
treatment is the method of election for all cases of chorion-epithelioma. 


Ideal midwifery. 


Max Hirsch deplores the fact that over 3,000 women die annually in 
Germany from puerperal sepsis. He believes this excessive mortality is 
due to two factors: (1) The midwifery organization has not changed for 
several decades, and difficult obstetric operations are still performed in 
private houses. (2) Excessive vaginal examinations. He shows that the 
incidence of puerperal fever is five times greater and the mortality 10 times 
greater in private than in hospital practice. The maternal mortality from 
other causes is also too great and is due to unnecessary, unskilful or de- 
layed interference. He wishes to see a new order of things, a ‘‘Motherhood 
Protection Society’? having two main tenets: (1) All obstetric operations 
to be carried out in an institution (2) Midwifery snould be lifted out of 
the antisepsis into the asepsis. In order that the latter aim may be 
realized, all vaginal examinations during the later months of pregnancy 
and during labour should be forbidden. The necessary information to 
conduct a case can be obtained without resorting to vaginal examinations 
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ot internal measurements... By these: means the maternal and fcetal 
mortality can be lowered and the work of Semmelweiss completed. 


Is prophylactic sterilization at Cesarean section justified? 

Fritz-Krausz quotes Winter’s estimate that Czesarean section was 
performed on 4,550 occasions in Germany during 1928, and that about 
10 per cent of the women were sterilized at the operation. He maintains 
that the technique of the operation has so improved that there is now 
no justification from the medical standpoint for this procedure, which is 
neither ethical nor in the best interests of the State. 

‘Rehren points out that the prognosis for cases of diffuse peritonitis 
following abortion has for a long time been considered hopeless. He has 
followed Engelmann’s enthusiastic advocacy of the surgical treatment for 
this condition and reports some cases in which operation was successfully 
performed. The main difficulty is the early diagnosis of the peritonitis, 
but the author is convinced that valuable lives may be saved by laparotomy 
and drdinage. , 


The treatment and prognosis of diffuse puerperal peritonitis following abortion. 

Jaeger commends the use of Sekale-Dispert suppositories, each of which 
contains the equivalent of 0.5 mg. of ergotamine tartrate, He finds that 
the suppositories, given three times daily during the first three days of 
the puerperium, act as well, if not better, than ergot given by mouth. 


The rectal administration of ergot. 

Chinovagin is a preparation containing chinosol which is slowly 
liberated when introduced into the vagina. Chinosol is an antiseptic 
which, in a concentration of from 1 in 2,000 to 1 in 1,000, destroys bacteria 
and protozoa. Welsch advocates the use of chinovagin in the pre-operative 
treatment of carcinoma of the cervix. The infected condition of these 
growths makes the cancer cells more resistant to the action of radium and 
the X-rays, and can be cured in a few days by this preparation. He also 
advocates its use before gynecological operations, in the treatment of 
leucorrhoea and infection of the vagina by trichomona, The tablets have 
a pleasant smell, are harmless and can be used by the woman herself 
without’ any discomfort, providing they are introduced well into the 
vagina. The yellow stain comes out of the linen by ordinary washing. — 


Bartholinitis caused by Pfeffer’s bacillus. 
Koch and Kramer report a case of Bartholin’s abscess from which they 
recovered, on puncture, a pure growth of Pfeiffer’s bacillus, 
G. \W, Theobald. 


Annali di Ostetricia e Ginecologia. 
March, 1931. 
The prophylaxis of natal mortality from obstetric causes, Prof. Bolaffio. 
*The passage of foetal hormones across the placenta (Supra-renal and 
posterior hypophyseal hormones). Cattaneo. 
*The diagnostic and prognostic value of Aschheim’s and Zondek’s reaction itt 
cases of vesicular mole and chorion-epithelioma. Vozza. eres 
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Conservative abdominal Cesarean section in the therapy of placenta 
previa. Pistuddi. 


The passage of foetal hormones across the placenta (Supra-renal and posterior hypo- 
physeal hormones). 

In recent research on gravid guinea-pigs Macchiorulo absolutely denied 
the passage of adrenalin across the placenta. Rupp failed to prove it, but 
showed that substances chemically similar, such as efetonin and ephedrin, 
were transmitted. From the results of more than a dozen experiments 
on rabbits and guinea-pigs, Cattaneo shows and illustrates by graphs 
that: (1) Adrenalin may go through the placenta from the foetus to the 
mother. (2) The hormone colin (the specific secretion of cortical supra-renal 
substance) may also pass. This requires further demonstration. (3) Un- 
doubtedly extract of the posterior hypophyseal lobe is transmitted. (4) In 
these demonstrations it is necessary that the experimental hormone should 
be injected into a foetal heart. He found that injections into the foetal 
muscle or into the umbilical vessels diffused with greater difficulty, and so 
modified the contractions and altered the results. (5) There is a certain 
characteristic period of latency after injection into the foetal heart which 
differs from the more immediately manifest result after endo-venous 
maternal injection. 

In another series of experiments he extirpated the supra-renal capsule 
at different periods of pregnancy. In all the cases, even if abortion did not 
occur, the animal died within 24 hours. The weight of the foetal supra-renal] 
capsules was not found to be notably increased. Although a guinea-pig 
may live if only a fraction of its own supra-renal capsule is left, double 
the amount in the foetus does not keep the parent guinea-pig alive. 

He concludes, therefore, that there exists in the adult supra-renal a 
certain substance which is not present in the foetal supra-renal, or is 
biologically inactive or unable to cross the placenta. Thus the supra-renal 
glands can never supply deficiency in the maternal, 


The diagnostic and prognostic value of Aschheim’s and Zondek’s reaction in cases of 
vesicular mole and chorion-epithelioma. 

In a preceding article Vozza has given his experience of the Aschheim- 
Zondek reaction in the diagnosis of pregnancy. A consideration of the 
principles on which the reaction is based led him to investigate its 
importance in the prognosis and diagnosis of vesicular mole and chorion- 
epithelioma. Placental tissue, besides being the site of origin and deposit 
of quantities of cestrin (sometimes called ovarian hormone), contains also 
great quantities of the hormonal complex called prehypophyseal. With 
this. is connected the Aschheim-Zondek reaction so characteristic of preg- 
nancy. But the prehypophyseal hormone is contained in still greater 
quantity in molar and chorion-epitheliomatous tissue. Therefore the same 
reaction which reveals the existence of pregnancy should indicate the 
presence of atypical chorionic elements. For two years Vozza has had 
15 cases of vesicular mole, or chorion-epithelioma, under observation. 
He found that the Aschheim-Zondek reaction before or immediately after 
molar expulsion was always intensely positive. If, about two weeks after 
operation, the reaction became negative he judged that the operation was 
successful, 
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In one case long persistence of a positive reaction justified a fatal 
prognosis. Although the uterus was removed there were metastases in 
other organs. In two cases the early disappearance of a positive reaction 
led him to adopt expectant rather than ‘surgical treatment. The results 
up to the present have confirmed the prognosis made. Neoplastic foci had 
evidently been removed. Chorion-epithelioma is singularly malignant, 
but fortunately responds well to treatment by radium or colloidal -lead, 
In some cases the Aschheim-Zondek reaction induced him to adopt these 
forms of treatment, which were successful. He notes that the intensity 
of the positive reaction should distinguish it from one of pregnancy. 
The quantity of hormone present in a normal pregnancy oscillates 
between 8,000 and 10,000 units. In vesicular mole the values rise to 50,000 
to 200,000. Indeed, Zondek held that if the quantity of hormone indicated 
rose to 50,cco the diagnosis of vesicular mole might be made with certainty. 
Vozza does not affirm that the Aschheim-Zondek test has an absolute value, 
but that it acquires this if it agrees with other clinical tests, such as 
the histological examination of curettings. By a methodical and systematic 
application of the test it should be possible by early diagnosis to improve 
the prognosis in cases of chorion-epithelioma. 
J. B. Filshill. 


Revista Italiana di Ginecologia e d’Obstetrica. 
March, 1931. 
The results of treatment of cancer of the cervix; work in the Hospital of 
St. Francis of Assisi. Aguinaga and Serta. 
*The effects of follicular hormone given by the mouth. Schoeller, Dorn, 
and Hohlweg. 
A review of German work. Jorge Sant Anna. 
May, 1931. 
*Gidematous elongation of the cervix. (Work of Pro-Matre Hospital.) 
Da Costa, 
*A case of hematometra. . Napoleao. 
A case of puerperal septic pyeemia. De Mello Motta. 
A review of German works, Sant Anna. 


The effects of iollicular hormone given by the mouth. 

The authors review the work of previous investigators on the action 
of the follicular hormone. Allan and Doisy employed only methods of 
subcutaneous injection. The first person to examine the results of giving 
follicular hormone by the mouth was Loewe, who concluded that a dose 
20 times greater than the subcutaneous dose was necessary to produce 
the same effect. Laqueur held that the dose must be 100 times greater, 
and Zondek found that the proportion between the doses must be five to 
one. Schoeller, Dorn, and Hohlweg have undertaken experiments to 
establish the proportion between oral and hypodermic doses, using 
the crystallized hormone obtained by Doisy and Butenaudt. They 
administered this hormone to rats in three forms: an aqueous solution, 
a solution in oil, and an emulsion of progynon in dragées. They believe 
that discrepancies in the results of the previous investigators arise from 
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two causes: (1) A difference in the preparation employed, and (2) a 
difference in the accessory substances which always accompany the 
hormones. Some of these favour absorption; others inhibit it. The 
presence or absence of these substances, favourable or otherwise, determines 
the proportion of the dose necessary to enter the circulation and exert the 
specific action desired. With favourable accessories two to five units per 0s 
produced cestrum in 50 per cent of the rats. In the absence of these, four 
to eight units were necessary. The average relation between active hypo- 
dermal and oral doses is approximately one to four, Experiments on 
other animals gave almost the same results, The authors conclude that 
the experiments justify the oral administration of follicular hormone to 
human beings. 


(Edematous elongation of the cervix. 

Da Costa describes a case of asymmetric cedema of the cervix occurring 
in a patient, aged 31 and pregnant for the second time, in the second month 
of pregnancy. At this period she began to suffer from pain in the left 
vaginal region and iliac fossa, radiating down the left leg. On examination 
her doctor found a soft fluctuant swelling in the posterior fornix, and incised 
it twice at an interval.of two days, evacuating watery fluid the first time 
and only blood the second time. There was no relief from the escape of 
fluid, and a week later a spontaneous discharge of blood occurred. The 
tumour now became visible, protruding below the vulva. The patient 
was removed to hospital and examination there showed that the incised 
tumour was a longitudinally cedematous cervix. 

Da Costa says that as a rule cervical cedema occurs towards the end 
of pregnancy, and usually on the anterior rim. It was unusual to find it 
in the second month and originating from the posterior margin. He 
cannot assign the cause to venous or lymphatic stasis, but considers it 
possibly angioneurotic. Trauma probably increased the swelling, since 
protusion came on only after this. It may also have led to infection 
as he detected a plaque of exudate on the posterior pole of the cervix. 

Treatment consisted in reducing the uterus and surrounding the cervix 
with gauze soaked in glycerine of borax and tannin, The cedema gradually 
diminished. The patient left hospital before cure was complete. 


A case of hematometra. 

Napoleao describes a case of congenitally imperforate uterus and con- 
sequent hematometra. From the age of 15 the patient, who was aged 37 
years, had had attacks of abdominal pain about the menstrual period. 
After marriage, at 23, the pain grew worse, and before admission to 
hospital it had been almost continuous. She suffered from dysuria and 
dyspareunia, On examination the genital system seemed normal, but 
palpation of the abdomen revealed a swelling in the hypogastrium, equal in 
size to a five months’ pregnancy. When examined with the speculum the 
vagina seemed normal; the cervix was that of a nullipara, but its orifice 
was punctiform and impermeable by the sound. A diagnosis of congenital ~- 
imperforate uterus and hematometra was made. Operation was performed 
under spinal analgesia, It was found that there was great atresia of the 
cervical canal, and in the fundus uteri a tense, resistant wall at the level 
of the isthmus. This could not be perforated by the dilator but had to be 
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cut with scissors, About half a litre of dark fluid poured out. Afterwards 
the uterus retracted. A Monchotte drain was left in the opening and the 
vagina was packed with iodoform gauze. The drainage tube was removed 
on the fourth day after operation, and on the tenth day the patient left 
hospital. She reported two months later that menstruation had been 
regular and that the palin had ceased since the operation. 


J. H. Filshill. 


Acta Obstetrica Scandinavica. 


Vol. xi, Fasc. 1 and 2, 1931. 

*\ review of the causes and treatment of vesico-vaginal and other vaginal 
fistulee ; with special reference to the fourfold catgut suture method. 
A. Apajalahti. 

*Some points of view on vaginal Czesarean section in cases of placenta 
previa. Prof. Essen-Moller. 

*The clinical aspect and treatment of abortions in the Oslo Municipal 
Hospital from 1920 to 1929. H. Fr. Harbitz. 

*A statistical analysis of abortions treated in the Oslo Municipal Hospital 
from 1920 to 1929. A. Berg. 

*The passage of some substances from the mother to the foetus in the 
latter half of pregnancy. II. E. Brandstrup. 

*Concerning breech deliveries in the years 1916 to 1930 at the General 
Maternity Hospital, Stockholm. A. Westman. 

*A case of hernia containing the urinary bladder. Dr. I. Ewertsen. 

*On the prognosis for old primiparze. G. Losell. 

*A review of the cases of thrombosis and pulmonary embolism occurring 
after delivery, at the South-side Lying-in Hospital, Stockholm, between 
the years 1912 and 1927. A. Nettelblad. 


4 review of the causes and treatment of vesico-vaginal, and other vaginal urinary 
fistule ; with special reference to the fourfold catgut suture method. 

This is a review of 209 cases treated in the Gynecological University 
Clinic, and at Professor Otto Engstrém’s Clinic. 

The cases are classified as follows, 180 (86 per cent) were vesico-vaginal, 
nine urethro-vaginal, nine vesico-cervical, eight uretero-vaginal, two fistula 
scars, and one in which the site of the fistula was unknown. 

Their etiology is discussed : 154 (75 per cent) were obstetric fistulz ; 
in these cases delivery was spontaneous in 56 cases, operative in 69, and 
indefinite in 30. The numbers of old primiparae and multipare were 
large. Of the 39 gynecological fistulae 27 cases were post-operative, the 
majority following Wertheim’s operation, three cases followed the pressure 
ci pessaries, two were the result of attempted criminal abortion and: seven 
were pathological fistulz (including five cases of carcinoma). 

Treatment. Conservative treatment by permanent catheterization was 
used in 45 cases, of which 10 healed. Operative treatment was undertaken 
in 159 cases, a total of 260 operations being performed on these cases. 
118 (74 per cent) were cured, 21 improved, 15 were dischanged unimproved, 
and two died. The author shows that the frequency of healing decreases 
after each operation ; 60 per cent of the fistule healed after the first opera- 
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tion, but only 10 per cent after the fourth, and a fistula never healed 
after the fifth operation. He compares the results of the seven different 
operations used. He states that the fourfold catgut suture method intro- 
duced by Wichmann, at the Gynzcological University Clinic, gives the 
most successful results and that this method has been used systematically 
since 1915. Number o or number 1 catgut is used, and the following layers 
are each sewn separately, first the vesical wall, secondly the para-vesical 
connective tissue, thirdly the para-vaginal connective tissue, and lastly 
the vaginal wall itself; spaces are not left where blood might collect and 
interfere with healing. 


Some points of view on vaginal Cesarean section in cases of placenta previa. 

The author reviews the established methods of treatment of placenta 
preevia, version, rupture of the membranes, hydrostatic bag, and plugging 
the vagina; he compares them with the treatment by Czesarean section. 
The essential difference is that the former methods aim at controlling 
the hemorrhage by compressing the placental site until the cervix is 
sufficiently. dilated to deliver the child, while the method of treatment 
by Ceesarean section aims at emptying the uterus before the haemorrhage 
has become dangerous. Comparing the results of Caesarean section with 
the other methods of treatment, he states that rupture of the membranes 
has its sphere of usefulness in mild cases of lateral or marginal placenta 
praevia, and Czesarean section in the more serious cases. Plugging the 
vagina he dismisses as ‘‘the old method nowadays fortunately gone out 
of fashion.’”? Version he condemns because it gives worse results to the 
foetfis than Ceesarean section, while the results to the mothers are not 
better than the results of Caesarean section. He considers the time has 
come “‘to dethrone version from the domineering place it has long occu- 
pied,’’ and to limit its use to cases in private practice when other means 
are not within reach, or when surgical interference is contra-indicated. 
Czesarean section he says has an important place in the treatment of 
placenta previa, giving results decidedly superior to the older methods. 

The author next considers the problem of abdominal versus vaginal 
Ceesarean section. In his own experience of 31 cases of vaginal Ceesarean 
section for placenta praevia he found the cervix no more vascular, friable, 
or liable to laceration than in the same operation for other conditions, 
he thus disposes of one of the theoretical objections to the operation in 
cases of placenta preevia. There were three maternal deaths in his series : 
the first was due to hzemorrhage from an undetected rupture of the uterus, 
extending from the upper angle of the uterine incision; the second was 
due to septic thrombo-phebitis and paraimetritis; the third case called 
for rapid delivery owing to hemorrhage, the os, already two fingers 
dilated, was incised and the child delivered; the patient died from acute 
anemia two hours afterwards. This death has been included although !t 
was not a true vaginal Cesarean section. Including this case his maternal 
death-rate was 9.6 per cent; excluding it the death-rate was 6.6 per cent. 
The foetal death-rate was 16.1 per cent. 

Both the first two deaths were due to rupture of the uterus; from 
hemorrhage in one case, and infection, entering through the rupture, in 
the other. This accident he believes to be due neither to the size of the 
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child nor to the friability of the cervix, but to the fact that the incision 
in the uterus had not been made sufficiently far up; the incision should 
extend to the internal os, or above, without opening the peritoneum. He 
admits that the operation is technically more difficult than abdominal 
Cesarean section, and states that no one should perform it who is not 
skilled in vaginal surgery. His own results both for mother and foetus 
compare favourably with the other statistics of vaginal Caesarean section 
which. he quotes, mostly from Germany. While admittedly a difficult 
operation the results do not, apparently, give better results than abdominal 
Cvesarean section, although the results are superior to those of treatment 
by version. 

Finally he discusses some of the difficulties of the operation. A small 
vagina and cervix in a primipara may cause difficulties which would 
indicate abdominal Czesarean section. He dces not advise performing 
version and incising the cervix against the underlying body of the child. 
Infection, if it does arise, is likely to be less severe after vaginal inter- 
ference, the peritoneal cavity not being opened. In conclusion he states 
that as matters stand at present, he still considers rupture of the mem- 
branes indicated in lateral and marginal cases in which hzemorrhage is 
not severe; Caesarean section gives better results both to the mother and 
the foetus in severe cases in which the patient -arrives at hospital in 
good time, preferably after the first hamorrhage and not infected. In 
this article he is not advocating vaginal Cesarean section, but only 
relating his own experiences and disposing of some theoretical objections. 
He does not give any indications for its use, which he says will have 
to be worked out after increased experience. He considers that the results 
justify his continuing to use the operation in suitable cases. 


The clinical aspect and treatment of abortions in the Oslo Municipal Hospital from 

1920 to 1929. 

Of the 3,791 cases of abortion treated during the period under review, 
more than half were febrile; the majority of cases are presumed to be 
criminal abortions since other cause could not be found. The mortality 
was 2.16 per cent; 129 cases were admitted with complications, and among 
these cases the mortality was 34.1 per cent, while the mortality in the 
remaining 3,662 cases of abortion was one per cent. In febrile cases the mor- 
tality was 10 times greater than in afebrile cases. The treatment of the un- 
complicated cases has been in part expectant and conservative ; of the febrile 
abortions, 60 per cent were treated actively; 29 per cent with subsequent 
evacuation of the uterus, and 11 per cent conservatively. The mortality 
in febrile abortions slightly favours the expectant as opposed to the active 
treatment. The author advises a certain degree of expectant treatment 
in cases in which it cannot be decided definitely whether complications are 
present or otherwise. The most frequent cause of death was purulent 
peritonitis, and the next most frequent was pyzeinia. 


A statistical analysis of abortions treated in the Oslo Municipal Hospital from 
1920 to 1929. 


The author concludes that: 1. There is an increase in the relative 
number of abortions from the year 1913 to 1929, and afterwards some 
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decrease until 1929. There is a great decline in the calculated number of 
conceptions from 1913 to 1928; this decline cannot be attributed to the 
number of abortions. 2. The abortions occur most frequently among 
married women in all the age-groups. The frequency in the age-group 
15 to 19 is 10 times greater, and in the age-group 20 to 24 three times 
greater among the married than among the unmarried. 3. The abortions 
occur strikingly often among women married to industrial workers. 
4. The abortions occur most frequently in women with few children, For 
instance, 72.6 per cent of the married patients did not have any children, 
or had less than three children. 


The passage of some substances from the mother to the foetus in the latter half 

of pregnancy. II. 

In a previous paper this author described the technique by which he 
was able to make concomitant serial analyses of the blood of mother and 
foetus, the same paper giving a report of his findings in experiments on 
the passage of glucose, saccharose, lactose, arabinose, and xylose. In the 
present paper he gives his findings on the permeability of the placenta 
by amino-acids. After an historical review of the subject, he describes the 
fechnique of his experiments on the rabbit, in which he used the following 
amino-acids : glycocol, alanin, glutamic acid, and aspargic acid. He 
shows that the amino-acid concentration is normally higher in the foetal 
blood than in the maternal, and, further, that there is an equilibrium 
between the two; after an increase in the amino-acid concentration in the 
maternal blood, it takes two or three hours before an equilibrium is reached 
in the foetal blood. He does not consider the higher amino-acid concen- 
tration in the foetal circulation to be due to a vital action on the part of 
the chorionic villi. The foetal tissues synthesize the amino-acids into 
proteins and, consequently, when there is a fall in the amino-acid con- 
centration in the foetal blood amnio-acids pass from the maternal 
blood by diffusion through the placenta, 


Concerning breech deliveries in the years 1916 to 1930 at the General Maternity 

Hospital, Stockholm. 

Between the years 1916 and 1930 inclusive, 893 cases of deliveries by 
the breech occurred, this number forming 2.3 per cent of all the deliveries 
during the period. With the exception of prematurity there were very 
few of the usual etiological factors regarded as predisposing to breech 
presentation. In 24.6 per cent the delivery was premature. The frequency 
of breech presentation was about the same in those under 30 and those 
over 30, commoner in primigravide than in multigravide; the number 
of boys and girls was about equal. Premature rupture of the membranes 
occurred in 32.8 per cent of the cases in which the foetus weighed over 
four and a half pounds. The duration of labour was prolonged, the average 
being 23 hours in primigravide. There was primary inertia in 8.9 per 
cent of the cases. The third stage of labour was unaffected. The maternal 
mortality was 0.27 per cent. In primigravide puerperal infection occurred 
if 12.4 per cent when the membranes ruptured early, and in 15 per cent 
when they ruptured late, the corresponding figures for multipare being 
5.2 per cent in both groups. Serious perineal laceration occurred in 
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3-5 per cent although episiotomy was performed in 20 per cent of cases. 
The foetal mortality, excluding cases in which the foetus weighed less 
than four and a half pounds, cases in which the fcetfis were dead, and 
those in which there were maternal or foetal conditions unfavourably 
affecting the prognosis, was 8.8 per cent, in primigravidee 11.2 per cent, 
and in multigravida: 5.2 per cent. This difference is due to the more 
frequent necessity for operative extraction in primipare. So far as 
possible the treatment was expectant, In the cases of spontaneous delivery 
the foetal mortality was 4.2 per cent in primiparee, and 2.9 per cent in 
multipare. In manual delivery the corresponding figures are 14.5 per 
cent and 8.3 per cent, and in operative deliveries 33.3 per cent and 16.7 
per cent. In primary uterine inertia and in premature rupture of the 
membranes, the foetal prognosis can be favourably influenced by the 
insertion of a bag, and the injection of thymophysin. Since the fcetal 
mortality is high in old primiparze, Czesarean section would probably be 
good treatment in these cases. 


A case of hernia containing the urinary bladder. 

An interesting case of a women aged 67 who four months previously 
had had an operation for removal of a large fibroid is described. At that 
time her general condition did not allow of her right inguinal hernia being 
cured, and she was discharged. She then returned and volunteered the 
statement that the “rupture’’ was larger and more tense when she had 
not passed urine for some time, but diminished in size after micturition. 
She had never suffered from acute retention of the urine. The author 
publishes an excellent reproduction of a cystogram showing the vesical 
diverticulum lying in the hernial sac. The patient was cured by removing 
the diverticulum, which was thin and did not contain muscle in its walls. 
The hernia was dealt with afterwards. In conclusion there is a short 
account of 150 cases published by Sjovall. Only seven of these cases were 
diagnosed before operation, 118 being diagnosed during the operation, 
65 before the bladder was injured, and 53 after injury, and 22 at a later 
period when fistulae and other complications occurred. 


On the prognosis for old primipare. 

During the year 1929 two papers were published in Sweden on the 
subject of primiparee older than 40; one from Lund by Essen-Moller, the 
other from the South-side Lying-in Hospital, by Oskar Linden. This 
paper deals with 185 primiparee older than 4o delivered at the General 
Lying-in Hospital at Stockholm; they form 0.41 per cent of the total 
number of deliveries in this hospital between the years 1913 and 1929. 
Only two cases were delivered by Czesarean section; one of these was a 
case in which the baby, nine pounds in weight, presented by the breech, 
and the other was a case of placenta praevia. The presentations, modes 
cf delivery, and duration of labour are analysed. There were no maternal 
deaths, and the morbidity-rate was not higher in this age-group than in 
the others. The foetal mortality was 13.0 per cent. The results in this 
clinic are then compared with those in the other two clinics mentioned 
above. The incidence of forceps deliveries is very nearly identical in 
the three clinics. Essen-Méller’s figures include 16 Caesarean sections, 
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jin eight of which the only indication was the age of the patient; lis 
foetal mortality was 8.4 per cent. The author of this paper then com- 
pares his 185 cases with 185 cases in each of the age groups 20 to 25 and 
30 to 35. He shows that the frequency of delivery by the forceps rises 
with the age, the figures for the different groups being 4.3 per cent, 26.0 
per cent and 35.5 per cent respectively, and that the foetal mortality also 
rises, being 2.7 per cent, 9.8 per cent and 13 per cent respectively. This 
survey having been made for the purpose of discovering whether there is 
any justification for extending the indications for Caesarean section to 
the cases of old primipare, it may be summarized as follows :—As the 
routine treatment of old primiparze it is not justifiable. If the mother’s 
wish to have a child is great, if there are certain social reasons for saving 
the child at any price, if the foetal position is abnormal (including breech 
ptesentation), if it is noticed that labour threatens to become prolonged 
(over 24 hours), Caesarean section may be considered for primiparze more 
than 4o years of age. 


A review of the cases of thrombosis and pulmonary embolism occurring after 
delivery at the South-side Lying-in Hospital, Stockhoim, between the years 
1912 and 1927. 

This survey covers 50,000 deliveries and includes 434 cases of throm- 
bosis or pulmonary embolism. The author attempts to discover the pre- 
disposing causes of these complications. It appears that thrombosis is 
far more common after full-time deliveries than after miscarriages ; multiple 
delivery and abnormal presentation increase the risk. Other conditions 
predisposing to thrombosis are mentioned : nephritis (including the preg- 
nancy-kidney), accidental hemorrhage, placenta preevia, retained placenta, 
and all forms of puerperal sepsis. Operative midwifery increases the 
risk, manual removal of the placenta being particularly dangerous. The 
risk of superficial thrombosis increases with age and multiparity, whereas 
deep thrombosis is commoner in primiparze. The duration of labour has 
no effect, although a large foetus increases the risk. The author shows that 
the frequency of thrombosis varies from year to year; a steady increase 
in the last few years has occurred. He attempts to show that this is due 
to the variations and interdependence of the above-mentioned factors. 
He also discusses pulmonary emboli from the same point of view, their 
etiology being similar to that of deep thrombosis. In older women the 
presence of thrombosis appears to involve a greater risk of pulmonary 
embolism than in young women. Finally the author reviews the 15 deaths 
which occurred in this group of patients. Seven were caused by pulmonary 
embolism, and eight by puerperal sepsis. 


A. F. Bell 


The Japanese Journal of Obstetrics and Gynecology. 
Vol. xiii, No. 6, December, 1930. 
The effect of stimulation of the vegetative nervous system on transplanted 
tumours. T. Kumamoto. 
*A haematological investigation of aneemia in pregnancy. Y. Suwa. 
The radio-sensibility of malignant tumours. K. Ihdima. 
Tar cancer and endocrine function. M. Oike. 
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Vol. xiv, No. 1, February, 1931. 

*The antigenic properties of the organic lipoids (extracted with alcohol) >t 
the human foetus and the new-born. Part I. Organ and species speci- 
ficity of lipoids. M. Abe. ; 

The antigenic properties of the organic lipoids (extracted with alcohol) of 
the human foetus and the new-born. Part II. (1) Type-specific agglu- 
tinin of the blood corpuscles, and type-specific heemolysin in the anti- 
serum of the organs obtained from individuals of the various blood 
groups. (2) Heemolysis by the anti-serum immunized by the alcoholic 
extract of the organs in the various types of blood groups against the 
blood corpuscles of the goat and other animals, M. Abe. 

*Factors concerned in the generation of gastric ulcer complicating 
pregnancy.. Part II. Supplementary report on the experimental 
investigation. S. Nakayama. 

An investigation of the histological change in plant shoots caused by 
X-rays; with special reference to the effect upon the arrangement of 
tissues in the seed of vicia faba. K. Narimatsu. 

*Statistical observation of the length and width of the ear of the mature 
Japanese new-born; and an instance of microtia, H. Fujimori. 


A hematological investigation of anemia in pregnancy. 

In the course of the investigation it was observed that the placenta 
contains a substance possessing a heematoxic action, presumably a hzemo- 
lytic substance, which is not albumin, and which is soluble in water and 
in alcohol. On injecting this into rabbits the haemoglobin content and the 
number of red cells decrease, and the activities of the haematopoietic organs 
are acclerated. The blood figure and the haematopoietic figure closely 
resemble those obtained during pregnancy. In the author’s belief, there- 
fore, the placenta has the most important causal relation to anzemia in 
pregnancy, and he believes that the anzemia of pregnancy, which is not 
unlike pernicious anaemia, is produced when some constitutional abnor- 
mality, such as syphilis or general neglect, is added to this placental cause. 


Tle antigenic properties of the organic lipoids (extracted with alcohol) of the human 
foetus and the new-born. 

As a result of exhaustive experiments, the details of which are 
enumerated, the author finds that relative organic specificity can be recog- 
nized in the organic lipoids of the human new-born. However, this speci- 
ficity differs in degree according to the organ used. The species specificity 
is not distinct, in general, although the degree differs from the organ 
examined, 

In the cerebral lipoid of the human fcetus in the fifth gravid month, 
organic specificity and species specificity could be recognized in almost the 
same degree as in the case of the human new-born, With the cerebral, 
renal and muscular organs of the guinea-pig the complement fixation 
reaction and precipitation were clearly positive. The hzemolysis against 
the blood corpuscles of the goat was well demonstrated. 

These specific relations were slightly more conspicuous in the precipita- 
tion than in the complement fixation reaction. It was also found that 
with the complement fixation reaction, and precipitation, the organic lipoids 
of the human new-born and the human foetus had a greater tendency to 
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be fixed with the organic lipoids of the animals belonging to the guinea-pig 
group than with those belonging to the rabbit group. 


Factors concerned in the generation of gastric ulcers complicating pregnancy. Part II. 

Supplementary report on the experimental investigation. 

This is a supplementary report on the original investigation by the 
author, the results of which were published in a previous number of the 
Japanese Journal of Obstetrics and Gynecology. Further experimental 
work has been performed on animals during pregnancy; the kidneys were 
partially disorganized by the subcutaneous injection of uranium nitrate. 
In this way the author brought further evidence to prove the association 
of gastric ulcer during pregnancy with renal disease. He concludes tht 
this experimental work has shown that disturbances of the kidneys or liver, 
especially during pregnancy, is a factor in the generation and aggravation 
of gastric ulcer. In his previous paper he pointed out that numerous 
instances of gastric ulcer during pregnancy were associated with nephritis 
or contracted kidney. 


Statistical observation of the length and width of the ear of the mature Japanese 
new-born; and an instance of microtia. 

The origin of microtia is discussed, and the history and details of a case 
of this condition are outlined. A series of measurements of the length 
and the breadth of the ears of new-born Japanese infants was made, and it 
was found that both the phrenological aural length and aural breadth were 
directly proportional to the length of the body of the foetus. 

C. D. Read. 


The Cancer Review. 
Vol. V, No. 9. 

Implantation malignancy of the abdominal wall. H. Dvorak. Surg. Gynecol. 
and Obst., 1930, 50, pp. 907—913; < figs. (University of Minnesota.) 
A case is recorded in which the removal of a supposedly benign ovarian 
tumour was followed 15 years later by a recurrence in the abdominal 
wall. This was removed and was found, on section, to be an adenocarcinoma. 
Subsequently X-ray treatment and radium treatment were given ; the patient 
survived the second operation for more than five years. A search of the 
available literature has revealed only nine similar cases. The subject of 

tumours of the abdominal wall in general is briefly discussed. 
W. T. Warwick. 


Carcinoma of the female genital tract in children. A. H. Morse. Amer. Jour. 
of Obst. and Gynecol., 1930, 19, pp. 520—529; 3 figs. (Yale School 
of Medicine.) 

The author has collected 10 cases of reputed carcinoma of the genital 
organs in children—one each of carcinoma of the clitoris and the vagina, 
and eight in which the growth involved the uterus. Of these eight he 
considers that in three cases only was the diagnosis of carcinoma justified, 
and he adds a fourth case of his own. He emphasizes two points, (1) that 
a new growth of the uterus, as the underlying cause of vaginal bleeding in 
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childhood, may escape recognition for a considerable time; (2) that the 
use of radium combined with deep X-ray therapy is the most promising 
method of treatment in these cases. 


W. T. Warwick. 


Carcinoma of vagina in child of 17 months. E. LovEGREN. Carcinoma vulvze 
im 2. Lebensjahr. Finsk. Lak.-sillsk. Handl., 1929, 71, p. 717. 

A case of carcinoma of the vagina in a child of 17 months is reported. 
Vaginal sarcoma is of fairly frequent occurrence in children, but the author 
could not find a previous record of carcinoma. The growth was considered 
inoperable; radium treatment proved unavailing, and death occurred a 
few weeks after admission to hospital. 


F. Cavers. 


Carcinoma of the uterus in young subjects. A. Parapucew. Med. Mysl., 
1929, 5, pp. 22—28 (in Russian with a summary in German). 

The author has collected data from several Russian gynzecological clinics 
which show that cancer of the uterus in young women aged 24 to 30 years 
represents no less than 24 per cent of all cases of uterine carcinoma. He 
attributes the increase of uterine cancer in Russia, especially that in younge1 
women, to the increasing prevalence of artificial abortion and of anti- 
conceptional methods. 


F. Cavers. 


Coexistent carcinoma of breast and ovary. Douay. Métrorrhagies aprés la 
ménopause par cancer de l’ovaire. Presse Méd., 1930, 38, p. 744. 
A woman of 66 attended hospital because of metrorrhagia which had 
begun three months previously, 14 years after the menopause. Carcinoma 
of the uterine body was suspected, but the results of biopsy were negative. 
Lipiodol injection showed dilatation of the left Fallopian tube. Metritis 
was diagnosed, and for 11 months the hemorrhage ceased, then it recom- 
menced. On readmission an irregular mass was palpable in the left of 
the pelvis, apparently surrounding the uterus. There was also a tumour 
of the left breast, found, on biopsy, to be a carcinoma. The pelvic mass 
was removed together with the left Fallopian tube. It proved to be a 
cylindrical-celled ovarian carcinoma, apparently arising from a cyst and 
projecting into the ditated Fallopian tube. Three weeks later the breast 
carcinoma was removed, also with good recovery; there were apparently 
no metastases from either tumour. 
F. Cavers. 


Diagnostic reactions for cancer. R. MartsiiscH. Diagnostische Reaktionen 
bei Krebserkrankungen. Zeits. f. Krebsforsch., 1930, 31, pp. 605—619. 
(Kiew.) 

A critical review of numerous diagnostic reactions for cancer which have 
been recommended by various authors. The author’s conclusion, based on 
personal observations and on results published by others, is that there is 
at present no specific reaction for the diagnosis of cancer and that very few 
of the tests have even a limited degree of usefulness. 

W. Cramer. — 
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Malignant metastasis from apparently benign primary tumour. E. C. van 
RIJssEL. Metastasending van svulsten. Nederl. Tijds. v. Geneesk., 
1930, I, pp. 720—729. (General Hospital, Rotterdam.) 

The most interesting portion of this paper is a section dealing with two 
cases of netastasis of uterine myomata. In Case 1 the tumour, a leiomyoma, 
had penetrated a vein but had not produced distant metastases. Case 2 
showed unusual features. A woman of 51 was operated on for uterine 
fibromyoma, which showed unequal-sized nuclei, considerable richness in 
cells and much necrosis. Death occurred five weeks later, and necropsy 
revealed (1) numerous small firm tumours, consisting chiefly of muscle 
tissue, in the lungs, (2) a small-celled sarcoma in the bladder. The author 
suggests that the primary uterine myoma had first produced the pulmonary 
metastases and had then undergone malignant change to sarcoma. 

F. Cavers. 


Diminished elasticity of the skin in canc2r patients. H. GutHmMaAn and A. Erp. 
Beitrage zum Carcinomproblem. III. Das Verhalten der Hautelas- 
tizitat. Arch. f. Gyndkol., 1929, 138, 269—277. (Gyneecological Clinic, 
University, Frankfurt a. M.) 

The authors have examined the elasticity of the skin in women with 
uterine cancer, using Schade’s elastometer. Normally this elasticity 
diminishes with advancing age, but in cancer patients it is lower than in 
healthy persons ; the lowering appears at an early stage in the disease, and 
as the latter advances the lower are the readings obtained. 

F. Cavers. 


Biopsy in relation to diagnosis and prognosis of cancer. A. Korzarerr. La 
biopsie clinique et le diagnostic du cancer. Les Néoplasmes, 1920, 
8, PP. 333—348. 5 
The author cites statements by various writers who have condemned the 
practice of biopsy because of the possible dangers of hemorrhage and 
sepsis, but particularly because of the danger of setting free malignant 
cells into neighbouring tissues or into the circulation and of stimulating 
the growth of the tumour. He considers these latter possibilities as 
extremely remote, if they exist at all, and he has never observed any 
mishap attributable to biopsy, which he regards as the best means avail- 
able for diagnosis in doubtful cases of cancer, pending the discovery of a 
reliable physico-chemical (sero-diagnostic) method. As to prognosis, biopsy 
has proved valuable not only in cases treated by operation but also in 
those treated by radio-therapy. 
F. Cavers. 


Metastatic hypernephroma of the vagina. (GG. GELLHORN. Hypernephrommetas- 
tasen in der Vagina. Zentralb. f. Gyndkol., 1929, 53, Pp. 527—531- 
C, FLEISHMANN. Hypernephrommetastasen in der Vagina. Ibid., 

PP. 1458—1459. 
Gellhorn reports a case in which a woman of 55 had a hypernephroma 
of the left kidney with several small metastases in the vagina. He points 
out that metastases of this kind should be suspected when vaginal heemor- 
rhage occurs in a patient on whom nephrectomy has been previously 
performed, and that, in some cases, they may enable the surgeon to diagnose 
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the presence of a primary hypernephroma which is quite symptomless while 
the metastases are painful. (See Cancer Review, 1929, 4, Abstact 234). 

Fleischmann reports a case in which a hypernephroma (Grawitz tumour) 
of the left suprarenal gland was first suspected on excision and histological 
examination of metastases in the vaginal wall. The patient died five years 
later with widespread metastases. 


F. Cavers. 


Eczema:like basal-celled carcinoma of the vulva. LxIGHER. Epithelioma baso- 
cellulare superficiale della vulva dissimulato da fatti eczematoidi. 
Gior. Ital. di Dermatol., 1929, 69, pp. 1566—1572. 

A case of superficial basal-celled carcinoma of the vulva, which clinically 
resembled an eczematous lesion, is reported. A discussion of the difficulties 
of distinguishing histologically and clinically between the various types 
or varieties of basal-celled skin cancer follows; the case described showed 
some of the features of Paget’s disease, 


F. Cavers. 


Leukoplakic vulvitis and cancer of the vulva; ztiology, histo-pathology, treatment, 
five-year results. F. J. Taussic. Amer. Jour. Obst. and Gynecol., 
1929, 18, pp. 472—503. 

The author of this important and interesting paper gives an account of 
no fewer than 76 cases of carcinoma of the vulva. Of the patients observed 
for a period of five years or more, 15, who were treated only with radium 
and X rays, died; of 13 incompletely operated upon (removal of vulva 
alone), six died and four remained free from recurrence ; and of 11 in whom 
the vulva was excised and the regional glands of both sides removed no 
fewer than nine were free from recurrence after five years, The author 
considers that in at least 50 per cent of cases vulvar leukoplakia is followed 
by carcinoma, hence it should be treated by excision. 

F. Cavers. 


Histological changes in irradiated uterine carcinoma. ScHMIDT. Die Histologie 
des Gebarmuttercarcinoms in ihrer Beziehung zur Strahlentherapie. 
Klin. Woch., 1930, 9, p. 379. 

The author has studied the histological changes in two cases of inoper- 
able carcinoma of the cervix which were treated by radium and X-rays and 
were apparently cured clinically after 18 months. Pieces were taken for 
examination at intervals of seven to 10 days, so as to obtain a series of 
preparations ranging from before the beginning of treatment to the time of 
cure. The successive changes observed are divided into: (1) The primary 
reaction, followed by a stage of hypertrophy; (2) The destruction of the 
carcinoma ; (3) Scarring. During the first 14 days the cancerous epithelium 
alone shows change, the connective tissue being unaltered. Then wandering 
cells (histiocytes) appear and proliferate among the breaking-up groups of 
epithelial cells and cause their further disintegration. Phagocytosis seems 
to play a very small part in this process, in which the carcinoma cells 
undergo autolysis and resorption. The author agrees with Dyroff that the 
optimum dosage is that which injures the connective tissue lying in and 
immediately around the carcinoma itself, thereby depriving the latter of 
nourishment. Two months after irradiation had been started, the author 
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could find no trace of cancer cells in his sections, which showed hypertrophy 
and proliferation of the connective tissue, representing the beginning of 
scar formation. 

The author. concludes that irridiation exerts elective injury on carcino- 
matous tissue in the sense that the actual neoplastic cells are injured earlier 
and to a much greater extent than the connective-tissue stroma ; the former 
de not recover but undergo progressive autolysis and resorption, while the 
connective tissue recovers and reacts so as to form scar tissue. During 
these two processes the wandering histiocytes proliferate and help in the 
destruction of the carcinomatous cells by proliferating so as to isolate the 
latter into smaller and smaller groups. The vitally important tactor in 
the irradiation of carcinoma is the dosage at which these three processes 
are carried on most effectively. 

F. Cavers. 


Carcinoma of the cervix uteri. An investigation of the relation between the histo- 

logical findings and the results of radiation therapy. A. A. THIBAUDEAU 

and E. M. Burke. Jour. of Cancer Res., 1929, 13, pp. 260—267. 
(State Institute for the Study of Malignant Disease, Buffalo, N.Y.) 

The authors follow the histological classification of differentiation 

suggested by Broders. In a series of 28 cases of epithelium of the cervix in 

which a recurrence was not noticed in five or more years following treatment 

by radiation, they found one-quarter of the cases to belong to Group III, 

one-half to Group IT and one-quarter to Group I. 

E. I,. Kennaway. 


The interpretation of the malignancy index in carcinoma of the cervix uteri. 
W. C. Huerer. Journ. of Cancer Res., 1930, 14, pp. 120-122. (Iovala 
University, Chicago). 

The author criticises the results which Thibaudeau and Burke obtained 
by the use of his malignancy index and compares this method with that of 
Broders. The author considers the value of his method is confirmed. 

E. L. Kennaway. 


Vol. v, No. 10, December, 1930. 


Histology of the stroma of carcinomatous tumours. R. BOHMIG. Das Krebs- 
stroma und seine morphologischen Reaktionsformen. Beitr. z. pathol. 
Anat., 1929, 83, pp. 333-382. (Pathological Institute, University, 
Rostock). 

The author has made a detailed study of the histological changes con- 
stituting the ‘‘stroma reaction’? observed in the connective-tissue matrix 
of different varieties of carcinomata of various organs. These comprised 
squamous celled carcinomata of the skin and the uterine cervix; adeno- 
carcinomata of the breast, stomach, intestine and uterus; metastatic car- 
cinomata of the liver, lymph glands and kidneys. He gives details 
regarding the sequence of appearance of different types of infiltration, 
pointing out the variations seen in different forms of carcinoma and in 
different organs, and he discusses the distinctions between progressive 
and regressive changes in the blood and lymph vessels and in the 
connective tissue. In connexion with the latter, he concludes that no 
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definite morphological criteria can at present be established in relation 
to immunity phenomena in malignant tumours. Similarly, there appears 
to be no histological basis in the nature of the stroma reaction from which 
conclusions can be drawn regarding prognosis. The changes in the stroma 
represent non-specific reactions of the tissue of the host to the influence of 
the malignant epithelial cells, 


F, Cavers. 


Raynaud symptom-complex in case of matastases from uterine carcinoma, 
H. FrReuND. Tumor malignus. Raynaud-Symptome und Melano- 
dermie. Discussion by BuscHKE. Dermatol. Woch., 1930, 90, pp. 
776—777. (Berliner Dermatol. ‘esellschaft). 

A woman of 50, who had three years previously been operated upon for 
carcinoma of the uterine cervix, had for three months noticed discolora- 
tion and pain in the fingers of both hands. Her face, neck, breasts and 
back showed diffuse brownish-black pigmentation. All the digits except 
the thumbs showed bluish and whitish patches, and the forefingers sym- 
metrical panaritium-like changes-—in short the picture of Raynaud’s 
symptom-complex. In the left supraclavicular fossa there was a glandular 
enlargement of hen’s-egg size, and in the pelvis a large metastatic tumour 
of the parametrial tissue. The patient has hypoglycemia and a very 
low blood-pressure. After the subcutaneous injection of 1 mgrm. ol 
adrenalin there was no rise of blood-pressure and no increase in the blood- 
sugar. The author attributes the symptoms to a lesion of the sympathetic 
system due to carcinomatous metastasis. 

Buschke, in commenting upon the foregoing paper, thought the skin 
trouble was probably an unusual form of neurodermatitis, such as has 
been reported in women of climacteric age and also after operations on 
the genital organs. F. Cavers. 


The cause of cachexia in cancer. E. SCHNEIDER. Die Genese der Krebska- 
chexie. Deut. Zeits. f. Chir., 1929, 216, pp. 188—z2o00, 

The author starts from the established facts that (1) tumours produce 
lactic acid, (2) the venous blood coming from a tumour contains an excess 
of lactic acid, and (3) the liver destroys the lactic acid. He infers from 
these facts that cancerous cachexia arises chiefly from damage to the liver, 
and that in order to postpone this damage as long as possible, cancer 
patients should be given a diet rich in carbohydrates, together with insulin 


and phosphates. F. Cavers. 


The follicle-ripening hormone of the anterior pituitary in cancer. B. ZONDEK. 
Ueber die Hormone des Hypophysenvorderlappens. III. Folikel- 
reifungshormon (Prolan A) und Tumoren. Klin. Woch., 1930, 9, pp. 
679—682. (Stadtisches Krankenhaus, Berlin-Spandau). 

The urine of controls and of patients suffering from cancer was subjected 
to a process for extraction of the follicle-ripening hormone (Frolan A) of 
the anterior pituitary, and the product was tested on mice; each mouse 
received the equivalent of nine c.c. of urine. Two hundred and sixty tests 
were carried ont on 206 patients, The results may be summarized as 
follows :— 
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No. of 
Cases Positive = Per cent 
Healthy and diseased men and women 45 oO 0 
Women at the climacteric... ane 20 25 
Operative castration 75 
X-ray castration 40 
Benign ovarian tumours oO 
Uterine fibroids 35 
Carcinoma of vulva aac 100 
Carcinoma of cervix, and recurrences 
Carcinoma of body of uterus 
Carcinoma of ovary es 
Total genital carcinomata 
Extragenital carcinoma in women 
Extragenital carcinoma in men 
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The high proportion of positive cases in genital carcinoma in women 
is tot due simply to coincidence with the climacteric, because the cases, if 
arranged in age groups, give the following results :— 


No. of 
Age Cases Positive = Per cent 
Under 42 ae tte 13 74 53-9 
42-55 ae ae 19 17 89.5 
Over 55 one ah 7 7 100.0 


The only available cases of genital cancer in males have been carcinoma 
of the prostrate (two cases, negative) and carcinoma of the testis (two cases, 
positive). 

The significance of these results is discussed. It is possible that the 
hormone is produced by the carcinoma, and the author claims to have 
obtained a substance with the same properties from cancer tissue; but, 
as he points out, this may have been absorbed from the blood-stream. The 
growth of the carcinoma may in some way bring about an increased produc- 
tion of hormone in the anterior lobe of the pituitary gland. References are 
given to the writings of observers who have described changes in the 
pituitary gland, with the production of pregnancy cells, in genital cancer. 


FE. I.. KENNAWAY. 


The therapeutic use of carcinoma emulsions. S OHNO and K. Morooka. 


Ueber die therapeutische Anwendung der Carcinoma-Emulsion. 
Trans. Japanese Pathol, Soc., 1929, 17, pp. 549—553. 
Clinic, University, Safforo). 

The authors report good results from injections of cancer emulsion in 
patients with cancer of the female genital organs. The injections appeared 
to prolong the period of freedom from recurrence in patients treated by the 
radical operation as well as in those who were treated by radium. Auto- 
emulsions gave the best results; homologous emulsions the next best, 


especially when they were made from similar tumours from patients of the 
saine blood group. 


(Gyneecological 


F, Cavers. 
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Action of lead on chorionic cells. N. DaueRA. 1,’azione del piombo sulla 
cellula coriale.. Arch, ist. Biochem. Ital., 1929, 1, pp. 193—226. 
(Obstetric and Gynzecological Clinic, University, Pavia). 

The author, using colloidal lead preparations made by the methods of 
Chistoni and Ganassini, and Dezoni’s non-colloidal preparation, found 
that repeated intravenous injections of small doses led to abortion in 
pregnant rabbits. With smaller dosage the chorionic cells showed signs of 
injury, including necrosis of the syncytial layer ; congestion of the maternal 
blood spaces end hemorrhagic zones and necroses of the fatal placenta 
also appeared. Toxic phenomena occurred with smaller doses in pregnant 
than in non-pregnant animals. Of the three preparations used, Ganassini’s 
proved the least toxic for the mother; it is prepared in the Italian Bio- 
chemical Institute by an electrical method; gelatin is used as the colloid 
and the solution is stabilized by the addition of sodium thiosulphate. 

The author believes that the lead causes slowing of the circulation of the 
blood in the placenta so that storage of lead occurs in the placental tissue, 
and that lead has also an elective action upon the chorionic cells. 


F. Cavers. 


Myosarcoma of the uterus ina cow. M. Soxipati. Contributo allo studio dei 
tumori primitivi dell’ utero nei bovini. Nuova Veter., 1929, 7, pp. 
292—295; 3 figs. (Pathological Institute, Veterinary Division, Uni- 
versity, Bologna.) 

An account of a myosarcoma of the body and right horn of the uterus 
in a well-nourished cow is given. The animal was slaughtered because of 
its sterility ; it did not show any sign of disease other than that mentioned. 
The tumour was evidently in an early stage of development, and on being 
cut across it exuded a whitish, oily liquid. F. Cavers. 


Tar cancer of the uterus of the mouse in relation to ovarian function. R. CIoLt. 
Tumori sperimentali da catrame dell’ utero e loro sviluppo in rapporto 
alla funzione ovarica. Boll, e Atti Accad. Med. di Roma, 1929, 55, 
Pp. 291—296. 

The author injected tar, dissolved in xylol, into the uterus of white mice 
per vaginam, but the only endometrial changes observed were inflammatory 
and metaplastic, never neoplastic. He then found that if the ovaries were 
removed either before or after the injections were given, definite carcinoma 
of the uterus resulted. F. Cavers. 
On the growth of endometrial autotransplants in the rabbit. H.H. Gieave. Jour. 

of Pathol. and Bacteriol., 1930, 33, pp. 675—680. (Sheffield). 

The histological appearance of autotransplants of endometrial tissue in 
the rabbit corresponds to that of the uterus of the same animal. Under the 
influence of the corpus luteum hormone (cestrin) or after odphorectomy 
they show the same changes as the uterus. C. Dukes. 


Cholesterol content of the blood in cancer. H GUTHMANN.  Beitrage zum 
Carcinomproblem. IV. Das Verhalten des Cholesterinspiegels. 
Arch. f. Gynékol., 1930, 140, pp. 202—225. (Gynecological Clinic, 
University, Frankfurt-a.-M.) 
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The present paper gives the results of numerous determinations of the 
blood cholesterol in carcinoma, mostly of the female genital crgans. Ini 
the upper portion of the following table he gives the average values in 
mgrm. per cent, with the average ages of the patients in each group 
(healthy, adnexitis, various, and carcinoma), and in the lower portion the 
average values arranged according to age groups. Despite considerable 
individual variations certain differences in the average cholesterol content 
are observable. On the whole, in the early stages of carcinoma it is lower 
than normal; it continues to fall with the progress of the disease and to 
rise again with improvement after treatment. As the author remarks, the 
values obtained vary widely within each of the groups enumerated. 


Average blood 
Cholesterol Age 
Healthy women and these with climacteric Mgrm. 

per cent 
heemorrhage _ ane ae 204.4 47.4 
Adnexitis ies ae ss ve 167.5 34.2 
Carcinoma of uterus, Grades |, II... sha 169.5 47.6 
Grade III __... he 166.4 49.4 
Grade IV ag ae 151.0 53-3 
Recurrence after operation 79.0 46.4 
pe Recurrence-free ate 219:0 47.7 
», Vagina ae ss ay. 124.7 54.6 
», vulva Ls ae ae 126.9 58.2 
5 », ovary and breast ane 190.0 56.0 
Healthy women and those with climacteric 
heemorrhage oa rr wa 
Healthy women and those with climacteric 
heemorrhage a Me 
Carcinoma of uterus, Grades 1, II ... 


2c6 30-45 


fs 208 46-55 
ve 177 36-45 
r» ’ ve 156 46-55 
5 os mes 166 * over 55 
Grade III aus 154 36-45 
Seis doe Ae aes 163 40-55 
sctldies nit Be 180 over 55 
sa) oi oe 106 
is ae mee 152 
- 175 
continued improvement 127-190 
"i wotse a8 183-131 
first better, then worse 142-240-152 


” dy . 


F. Cavers. 


The interferometric diagnosis of tumours of the female genital organs. J. TuHiEers 
and G, IdEBE, Interferometrische Diagnose von Genitaltumoren. 
Discussion by Tues; StrREcK. Arch, f Gynikol., 1929, 137, pp. 


1027-1031, 1044—1047. (21 Versammlung d. Deutsch. Gesellschaft f. 
Gynakol., Leipzig.) 


The authors briefly discussed the principles of interferometry, with 
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special reference to Hirsch’s modification. ‘The reason why interferometry 
remains an uncertain method of diagnosis is that the different ‘opzimes,’ or 
preparations from various organs used in the test give different results. 
Two opzimes were used by them, prepared by the firms of Gaus and of 
Griibler. The Gaus opzime gave correct results in 83 out of 158 tests = 
52.6 per cent; that of Griiber gave 107 correct results out of 143=75.5 
per cent. 

In the ensuing discussion Theis states that in his experience the 
interferometer reaction was specific for carcinoma, the only condition 
requiring exclusion being pregnancy. Streck, on the other hand, said that 
in the University Gynecological Clinic at Marburg they had thoroughly 
tested the interferometric method and had, three years ago, given it up 
because the results were too uncertain to be of atiy service. 

F, Cavers. 


The results of Davis’s, Roffo’s, and Wigand’s tests in pregnancy, inflammation and 
carcinoma of the female organs. J. JUNG. Cas. Lék. Cesk., 1928, 67, pp. 
1779—1784. (Gynecological Clinic, Charles University, Prague.) 

The results of the author’s observations were as follows. The Davis 

urine reaction was positive in So per cent of cancer cases, in 65.3 per cent 
of inflammation cases, and in 38.7 per cent in pregnancy. ‘This reaction is 
apparently not related to indicanuria; indican was found in only 44.4 
per cent of the cancer cases. The corresponding figures for the two serum 
tests were as follows :—Roffo’s reaction: cancer, 45; inflammatory 
disease, 37.7; pregnancy, 19.2. Wigland’s reaction : cancer, 76, inflammatory 
disease, 46.6; pregnancy, 60.. He concludes that Roffo’s test is useless 
for cancer diagnosis, and those of Davis and Wigand are not. of much 
value because they are usually negative in early cancer. Hoscalek. 


Thyroid teratoma of ovary (struma ovarii). G.I, Moncu, Ueber die Frage 
der Histogenese und der Funktion der Struma ovarii. Zeits. f: 
Geburtsh. u. Gyndkol., 1929, 95, pp. 459-465. 

A woinan of 49, who had tremor of the fingers and nervous heart action, 
was operated on for a cystic ovarian tumour. Soon after the operation the 
tremor and heart trouble ceased. Histologically the tumour was a teratoma 
consisting mainly of tissue of the toxic goitre type. F, Cavers. 


Testicular tubular adenoma of the ovary. N. W. Fororr. Arch. of Pathol., 
1930, 9, pp. 31—53. (Highland Hospital, Rochester, N.Y.). 

These tumours are of exceptional interest because they raise so many 
general questions. Are they congenital abnormalities, teratomata or blast- 
omata? Do they arise from male or from female germinal anlage, and in 
either case do they do so from differentiated or from primitive cells? Does 
the ovary contain a true homologue of the testicle, and if so do they arise 
from it? Do they contribute anything to our knowledge of hermaphrodites, 
intersexuality of gonads, or sex reversal? The material points in the 
patient’s history are as follows :—She menstruated at 14, was married at 
28 and had a child the following year; menstruation was re-established 
and normal seven months after parturition, eight months later it ceased and 
a tumour of the right ovary was found. At no time did she appear other 
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than a perfectly normal, well developed, well nourished, robust female ; 
and no evidence of sexual or psychic deviations was obtained from her past 
history on physical examination. Normal menstruation was established 
again shortly after the removal of the tumour, and two years and five 
months later she gave birth to a normal female child. 

The author does not answer all the questions, but he believes that from 
biological observations and experimental data on sex reversal and gonadic 
disturbances of the ovary’the conclusion can be drawn that morphological 
pecularities of the ovary and biological factors determining sex differenita- 
tion offer a logical explanation for the spontaneous re-activation of medullary 
cords and even of germinal epithelium with consequent oganoid transfor- 
mation in a male and neoplastic direction. W. G. Barnard. 


Postmenopausal hemorrhage and ovarian tumours. MOULONGUET-DOLERIS. 
Sur les hémorrhagies utérines dans les tumeurs et les kystes de 
Vovaire. Presse Méd., 1930, 38, p. 744. 

The author points out that irregular postmenopausal hemorrhages from 
the uterus are frequently due to various types of benign and malignant 
cysts and solid tumours of the ovaries. In several such cases he found 
hyperplasia of the uterine mucosa recalling that seen in the premenstrual 
phase in younger women, and in some cases hyperplasia of the breast, 
which disappeared after removal of the ovarian tumour. F. Cavers. 


Curettage and biopsy in the diagnosis of tumours of the female genital organs. 
W. Laum. Abrasio und Probeexcisiow in der Hand des praktischen 
Arztes. Dresden and Leipzig (T. Steinkopff), 1929, 180 pages. 
Price R.M. 11. 

The author has collected in this useful book a large amount of material 
relating to the technique of preparing and staining specimens obtained by 
scrapitig and excising pieces from suspicious lesions occurring in various 
accessible regions, with a view to early diagnosis of malignant growth. 
The author deals mainly with carcinoma of the uterus, vagina and vulva. 

F. Cavers 


Carcinomatous leukoplakia of the portio vaginalis uteri. 1. HINSELMANN. Kar- 
zinomatése portioleukoplakie. Monats. f. Geburtsh. u. Gynidkol., 
1929, 80, pp. 23—28. H. RoGcr. Leukoplakie. Karzinom der Portio. 
Med. Welt, 1929, 3, p. 685. 

Hinselmann adduces evidence that conservatively treated leukoplakia 
o! the portio becomes carcinomatous in a few years, and that, in fact, such 
leukoplakia represents the early non-invasive stage of carcinoma and not 
merely a precarcinomatous condition. 

Rogge briefly describes a case in which serial sections through an excised 
patch of leukoplakia of the portio vaginalis showed, in one place, a region 
of definitely carcinomatous structure. F. Cavers. 
Chronic cervicitis and cancer: precancerous conditions of the uterine cervix. 

E. VILLARD and G. MonTEL. Cervicite chronique et cancer; états 


BF EPL L TE ELIE ED SAE 











Review of Current Literature 711 


précancéreux due col utérin. Gynécol, ct Obst., 1929, 20, pp. 9—27 
Gynecological Clinic, University, Iyons). : 

The authors point out that in chronic cervicitis it is unusual to find 
simple erosions in which the cylindrical epithelium undergoes complete 
regeneration. In most cases the ulceration leads to total loss of the 
epithelium, while the process extends deeply into the muccsal glands and 
sets up metaplasia which forms the basis upon which carcinomatous change 
may arise. The authors claim to have observed every transition in the 
sequence, chronic inflammation — precancerous change — carcinoma. The 
first step consists in hyperplasia, during which the mucosa of the glands 
becomes many-layered but regular, as in a benign tumour. Gradually the 
layers become irregular, while giant-cells, abnormal mitoses, polymorphy 
and polychromasia appear, marking the change to malignancy ; other signs 
of commencing malignancy are the disappearance of the basal membrane, 
papillary ingrowth of the cells into the glandular lumen and the appearance 
of round-celled infiltration outside the glands, 

The authors emphasize the importance of early diagnosis and thorough 
treatment of chronic cervicitis as a prophylactic measure, biopsy being 
advised in all doubtful cases F. Cavers. 


Histological features in relation to prognosis in uterine cancer. J, LENCZEWSKI. 
Ginek. Polska, 1929, 8, pp. 51—59 (in Polish with French summary). 

The author, during 1926, investigated the microscopical structure in 26 
cases of uterine cancer; 12 of the patients are alive (three after operation) 
and 14 are dead. He can find no relation whatever between histology and 
prognosis, and’ considers that the length of survival in any case depends 
mainly on the patient’s general condition and the clinical picture. He 
thinks the information gained from sections regarding the degree of 
maturity of the cancer cells and the changes in the stroma has little or no 


significance in prognosis. F. Cavers. 


The mode of spread of carcinoma of the uterine body. A. WALTER. Zur Frage 
der Ausbreitung des Korpuskarzinoms.  Zeits. f. Geburtsh. u. 
Gyndkol., 1929., 96, pp. 306—314. 

From histological investigations on 60 cases of carcinoma corporis uteri 
the author concludes that this disease spreads only by way of the lymph- 
atics in the broad ligament. Even when it spreads to the Fallopian tube 
it does so via the ligament, the surface of the ovary and the abdominal 
portion of the Fallopian tube. F, Cavers. 
Sarcoma of the uterus. ©. GERICH. Zur Kasuistic seltener Sarkom{falle des 

Uterus. Zentralb. f. Gyndkol., 1929, 53, pp. 2016—2019. (Gynco- 
logical Clinic, State Hospital, Riga.) 

Two cases of unusual uterine tumours are reported. (1) In a nulli- 
parous woman of 27 complaining of irregular hemorrhages, scrapings from 
the portio showed sarcoma and radical operation was performed. The author 
remarks that a case like this shows the need for histological examination 
even when the clinical findings suggest nothing more than abortion. (2) A 
woman of 28 had been treated palliatively by a gynecologist for several 





712 Journal of Obstetrics and Gynecology 


months on account of slight irregular hemorrhages: apparently no ex- 
amination had been made; at any rate when the patient consulted the 


author he at once saw a tumour of the portio which, after radical operation, 
was found to be a sarcoma. 


F, Cavers. 

An unusual case of sarcoma of uterus. 2B, STEINHARDT. Sekundares Uterus- 
sarkom mit danger Latenzzeit. Monats. f. Geburtsh. u. Gyndkol., 
1929, 82, pp. 168—181. 

The author describes an unusual case. A woman of 47 had had a 
tumour, which was diagnosed as a lymphoma, removed from her neck 17 
years previously. She now had swollen inguinal glands and these were 
given X-ray treatment. Two weeks later severe uterine hemorrhage set 
in. Curettage revealed the presence of a round-celled sarcoma of the uterus. 
The inguinal tumour was removed and proved to be round-celled sarcoma 
without lymphogenous tissue; that is, it was neither lympho-sarcomatous 
nor a lympho-granulomatous deposit. The sarcoma had thus been carried 
by the lymphatics, not by the blood-vessels as is usual with sarcoma. 
Death occurred a few days after admission to hospital, and necropsy 
revealed unsuspected metastases in the liver. F, Cavers. 
Sarcoma of the uterus arising in a fibroma. SrEjOURNET. Sarcome en évolution 

sur un utérus polyfibromateux. Press Méd., 1930, 38, p. 272. 
d’Obst. et de Gynécol. de Paris). 

The author’s patient, a woman of 52, showed signs of diffuse pelvic peri- 
tonitis with a large mass in the pouch of Douglas, and a few days later 
there was severe hemorrhage. Hysterectomy was performed, and several 
tumours were found in the body of the uterus. These proved to be fibro- 
myomata, and in one, occupying the fundus, there was ulcerating sarcoma, 
arising by malignant change in the fibromyomatous tissue, F. Cavers. 


Soc. 


The relation between streptococcal flora and postoperative prognosis in uterine 
cancer. T. Cuizza, Ulteriori ricerche sulla virulenza dello strepto- 
cocco nel cancro dell’ utero. Gior. di Batteriol., 1929, 4, pp. 765—772. 
(University Institute of Bacteriology and Maria Vittoria Hospital, 
Turin). 

Using the Ruge-Philipp method the author studied the streptococcal 
flora of the vaginal secretion before and after operations for uterine car- 
cinoma in 32 cases. In four of these, despite the presence of streptococci, 
operation was performed and two died from sepsis, while the other two 
developed abscesses after operation. Out of 28 patients found free from 
streptococcal infection, one died from intercurrent disease, while six had 


septic complications, but all recovered, F Cavers. 


Remarks upon the high percentage of inoperable cases of uterine cancer. 
I. GorNiIcK. Zustandsverantwortlichkeit beim Genitalkarzinom der, 


Frau. Miinch. med. Woch., 1929, 76, pp. 1592--1594. 
logical Clinic, University, Frankfurt a. M. ) 

Gornick states that the proportion of inoperable cases of uterine cancer 
seen to-day at the Frankfurt Clinic remains exactly the saine (45 per cent) 
as when he and Philips reported upon 1,051 cases seen there from 1913 to 


(Gyneeco- 
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igig. From the available literature it would appear that much the same 
sad state of affairs prevails elsewhere. He asks the question: ‘‘Who is 
1esponsible fo this ?’? and answers it by blaming (t) the patients them- 
selves, whe are often hopelessly ignorant and careless concerning both 
hygiene and cleanliness and who persist in regarding all vaginal discharges 
and irregular hemorrhages as normal, despite much instruction and advice 
received at clinics and from doctors and midwives, and (2) doctors, who 
too often prescribe styptics for months together without examining the 
patients. On the latter point some striking information is set out in tabular 
form, showing only too clearly how frequently the general practitioner is 
1esponsible for fatal delay in these cases. F. Cavers. 


Hemangioma of the uterus. A. MANDELSTAMM. Heemangioma uteri. 
Monats. f. Geburtsh. u. Gyndkol., 1929, 82, pp. 69—71. 
A case is reported in which a stalked polypoid uterine tumour proved 
on histological examination to be a heemangioma, a type of tumour rarely 
found in the uterus. F. Cavers. 


Carcinoma in the stump of the cervix after supravaginal hysterectomy. V.MiKko- 
LAS. Cas, Lék, Cesk., 1929, 68, pp. 53-58. (Gynecological Clinic, 
Charles University, Prague). 

This is the report of a case of adenocarcinoma arising from the cervical 
stump after amputation of the uterus for corporeal carcinoma performed 
two years previously in a woman of 62. It could not be ascertained whether 
this growth was a primary tumour or a recurrence, but the author advo- 
sates total hysterectomy in all cases of uterine tumours. Hoscalek. 


Chorionic hemangioma of the placenta. E. Kiarten. Chorionhamangioma 
placenta. Zeits. f. Geburtsh, u. Gynikol., 1929, 95, pp. 426—437. 
(First Gynaecological Clinic, University, Vienna.) 

In a uniparous woman of 30 the placenta contained an encapsulated 
tumour of the size of a fist, on the foetal surface. Histologically it con- 
sisted partly of embryonic connective tissue, but the main structure was 
that of a capillary hemangioma with proliferation of the endothelium, 
while other parts had the appearance of sarcoma. Clinically these chorionic 
angiomata are important because they lead to circulatory disturbances 
which are in turn the cause of hydramnios. F, Cavers. 


Lymphoid tissue nests in the endometrium. (. Corre and J. F. Marin. Sur 
Vexistence d’amas lymphoides dans la muqueuse utérine. Gynécol. 
et Obst., 1929, 19, pp. 360—370. 

The authors describe seven cases in which metrorrhagia was accompanied 
by hyperplasia of the endometrium, which showed no signs of inflammation 
but contained nests of round cells, somewhat resembling carcinoma but 
showing no histological signs of malignancy and presenting the appearance 
of lymphoid tissue. These knots of round cells appear to be developed 
as a result of disturbances of ovarian function. The authors call them 
lymphoid masses, leaving open their mode of formation and their possible 
relations to tumour development. F. Cavers. 
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A case of Sampson’s tumour of the endometrium. 
Obstet. and Gyn@col., 1929, 18, p. 284. 

Ries describes a case in which a woman of 22 had symptoms of chronic 
appendicitis. Two acute attacks occurred within a short period. Examina- 
tion revealed a tumour behind, but not connected with, the uterine cervix. 
It was removed per vaginam without opening the peritoneum and it 
proved to be an endometrioma of the recto-vaginal septum. F. Cavers, 


E. Ries. Amer. Journ, of 








Endometrial cysts of the ovary, with the report of a case cured by aspiration and 
X-ray treatment. C. Mazer and J. HorrMan. Amer, Jour. of Obst. 
and Gyne@col., 1929, 18, pp. 829—831. (Mount Sinai. Hospital, 
Philadelphia.) 

Mazer and Hoffman give a brief but excellent summary of the clinical 
and pathological features of endometriomata in general. They refer to 
several cases in which removal of the ovaries has resulted in cure of endo- 
metriomata which were causing serious obstructive symptoms, and others 
in which ablation of the ovaries and irradiation have been successfully 
used in the treatment of solid endometrial tumours, but they believe their 
case to be the first in which aspiration of the contents of endometrial cysts 
with subsequent X-ray treatment has been used. The patient, aged 45, 
had a large intraperitoneal cystic mass; because she was in a very poor 
general condition it was decided to aspirate the cyst as a temporary measure. 
Since five quarts of tarry fluid were withdrawn it was concluded that the 
cyst was endometrial. X-ray treatment was given, and four weeks later 
the tumour had almost disappeared. F. Cavers. 















et 



















Ovarian endometrioma. VIOLET. Endométriome de lovaire. Discussion 
by L. MicHon and J. BARBIER. Presse. Méd., 1930, 38, p. 226. 

Violet operated on a woman of 40 with a diagnosis of twisted ovarian 
eyst and found an ovarian tumour which proved on histological examina- 
tion to be an endometrioma. There had been no dysmenorrhcea or other 
typical symptoms of endometrioma, though there had been three attacks 
of pain thought to be due to pelvic peritonitis. 

In the ensuing discussion, Michoh mentioned a similar case in which 
the patient had had abdominal pains accompanied by uterine haemorrhage 
for six years; at first the hemorrhage was metrorrhagic and later it was 
menorrhagic. Operation revealed an ovarian endometrioma and the 
symptoms disappeared after its removal. In a study of the literature he 
had been surprised to find that endometriomata, especially of the ovaries, 
had been very much less frequently reported in France than in Great 
Britain and the United States. Ovarian endometriomata were of three 
clinical types, characterized by dysmenorrhcea, metrorrhagia and intestinal 
symptoms. Barbier had recently operated on a case of bilateral ovarian 
endometriomata, which simulated a malignant tumour in that there was 
a metastasis in the pouch of Douglas, the removal of which necessitated 
hysterectomy. The diagnosis of endometrioma should always be verified 
by histological examination. F. Cavers. 















Endometrioma of the sigmoid colon. BrRARD. Endométrioma de 1’S iliaque 
Presse Méd., 1930, 38, pp. 785. (Soc. de Chir,.de Lyon.) 
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While operating on a woman of 32 for bilateral endometrial cysts of the 
ovaries the author found two nodules on the iliac portion of the sigmoid 
colon which appeared to constrict the colon at this point. These were found 
on removal to be endometriomata, which are of rare occurrence in the colon 
although they are frequently found in the recto-vaginal septum. 


F. Cavers. 


Primary carcinoma of the Fallopian tubes. R. E. Watkins and W. M. 
Wiison. Surg., Gynecol. and Obst., 1930, 51, pp. 125—131; 4 figs. 
(University of Oregon Medical School). 

The authors record a case occurring in a woman of 50. They discuss 
the pathology, clinical signs and treatment of the condition. 


W. T. WARWICK. 


Rhabdomyosarcoma of the vagina in a child of two years. P,. CosTANTINI. Un 
caso di rabdomioma maligno della vagina. Osped. Magg., 1928, 16, 
PP. 240—247. 
A large polypoid vaginal tumour was removed from a girl of two years. 
In less than two weeks the growth had recurred as a gelatinous mass 
10 cm. long, consisting of numerous small nodules and arising from the 
posterior vaginal wall. Microscopically both tumours showed the structure 
of a rhabdomyoma with sarcomatous characters. The child’s parents re- 
fused X-ray treatment, and death occurred three months later. 


F. Cavers. 


A discussion on chorion epithelioma of the Fallopian tube. GEORGI. Ueber 
Chorionepitheliom der Tube. Discussion by BRAKEMAN; ZWEIFEL ; 


ALBREAHT. Klin. Woch., 1930. 9, p. 527. (Gynakol. Gesellschaft, 
Munich), 


Georgi described a case of tubal chorion epithelioma occurring in a 
patient of 43 years with four children. She died with pulmonary metastases 
50 days after operation and in less than six months after the appearance 
of the first symptom. He had found only 23 previous cases in the available 
literature. Only one of the patients had survived for as long as a year 
after operation. In all the remaining cases the course of the disease 
was the same—symptoms of extra-uterine pregnancy, a short latent period, 
then a rapidly fatal conrse marked by cachexia and metastasis formation. 

In the ensuing discussion, Brakeman exhibited X-ray photographs of 
the lungs in Georgi’s case, showing the bilateral metastases. Zweifel 
remarked that next to carcinoma the commonest primary malignant 
tumour of the Fallopian tube was chorion epithelioma, Several cases had 
been reported in which these growths had occurred in the absence of a pre- 
ceding pregnancy, molar or normal, and their mode of origin remained 
an open question. Albrecht said that the only satisfactory explanation, 
although a theoretical one, was that such tumours were teratomata with 


the structure of a chorion epithelioma, such as also occurred in the ovary 


and testis. F. Cavers. 
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Retroperitoneal chorion epithelioma in a man showing gynecomastia. Wi Ei. 
Scuu.tze. Ueber ein extragenitales Chorionepitheliom beim Manne 

mit Gynikomastie. Beitr. z. pathol. Anat., 1930, 84, pp. 473—484. 
A man of 22 had for about seven months before death complained of 
pains in the loins. He was examined but nothing abnormal was found. 
He then lost 34 kgm. weight, and on readmission to hospital, five weeks 
before his death, X-ray examination showed tumour deposits in both lungs ; 
there was also hypertrophy of the breasts with milk secretion. Necropsy 
showed a partly whitish and partly hemorrhagic retroperitoneal tumour 
with widespread metastases, histologically a teratoma combining the 
features of chorion epithelioma and medullary carcinoma. Each component 
of the growth had its own separate metastases, those from the chorion 
cpithelioma occurring chiefly in the lungs, those from the carcinoma in the 
right testis. The right testis was atrophied and spermatogenesis was 

absent from the left testis. F, Cavers. 


Pseudomyxoma peritonei of ovarian origin: an analysis of 30 cases. J. C. MASSON 
and R. A. Hamrick. Surg. Clin. of N. Amer., 1929, 10, pp, 61—75. 
In the series of 30 cases here reported, the average age of the patients 
was 45 years, 80 per cent being over 40 years. The main symptoms were 
abdominal swelling and pain, and their average duration before operation 
was about a year. The duration of life after diagnosis varied from four to 
11 years, the prognosis was, of course, better when the ovarian tumour 
was benign. In women past the climacteric removal of both ovaries and 
the appendix is indicated ; in younger women it is better to spare one ovary 
if possible. 
Apart from the frequently malignant nature of the ovarian tumour 
and the serious results that may follow from the pressure of the mucila- 
ginous mass, the bowel and the uterus may be invaded by these pseudo- 


mucinous tumours. Post-operative X-ray or radium treatment appears to 


be beneficial. F. Cavers. 


What can we expect from radium in the treatment of cancer? J. Murpocu. 
The author reviews the present position of radiotherapy, particularly 
with reference to cancer of the skin, lips, tongue and uterine cervix. The 
paper includes a useful summary of the results of histological investiga- 
tions in radium therapy and some interesting paragraphs on the cancer 
campaign in Belgium. C. E. Dukes. 


The pre-radium treatment of carcinoma of the uterine cervix. 
Radiology, 1930, 15, pp. 290—295. 

External radiation of the pelvis in cancer of the cervix may be carried 
out with a radium bomb or deep X-rays. If deep X-rays are used they 
should be administered before the local treatment, while if a radium pack 
or bomb is used it should be given after local treatment. As local 
infection invariably accompanies cancer of the cervix every effort should 
be made to remove this by suitable douching until it is cured. The 
infection usually progresses with the progress of the cancer and probably 
does as much as the growth itself, if not more, to break down the resistance 
of the patient. The full intérnal radium treatment should not -be com- 


H. SWANBERG. 
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menced until the uterine canal is patent. If the canal is stenosed it should 
be treated by preliminary radium until it has been rendered patent or 
the cervix should be amputated by electrothermic measures. Finally, every 
effort should be made to remove local sepsis and improve the general 
condition of the patient. P, J. Kerley. 


The importance of the bacterial flora of uterine cancer in relation to radium therapy. 
R. VINZENT and O. Monop. Etude de la flore bactérienne des épithé- 
lioma du col utérin. Son importance pour la radiothérapie. Gynécol. 
et Obst., 1929, 20, pp. 709—719. 

The authors point out that the frequently observed high temperatures 
alter radiological treatment of cancer, formerly attributed to resorption of 
toxic substances from the disintegrating tumour, are now known to arise 
from infection. It has been shown that ulcerating cervical cancers contain 
streptococci and staphylococci of varying degrees of virulence. The authors, 
at the suggestion of Regaud, have investigated the microbial flora in 150 
cases of uterine cancer, Of these patients 116 had shown, for at least 24 
hours, temperatures of over 38°C. Cultures gave 9.5 per cent negative 
results for aerobic and 12.7 per cent for anaerobic forms. In all the remain- 
ing cases the authors found spirilla, spirochaetes, fusiform bacilli, cocci 
Friedlander’s and diphtheria-like bacilli, streptococci (mostly haemolytic) 
and staphylococci. The anzerobic types were mostly streptococci. The 
highest temperatures and most serious complications occurred in cases 
with hzemolytic streptococci. Trials were made of anti-streptococcal vaccine 
injections, but with inconstant results, and the authors think there will 
be difficulty in attaining good results from prophylactic treatment of this 
kind. F, Cavers. 


Radiotherapy in cancer of uterine cervix at the Anti-cancer Centre, Paris. 
S. Lasorpe and Y. I,. WicKHAM. Ia radiothérapie du cancer du col 
de Putérus au Centre Anticancéreux de Ja Banlieue Parisienne. Jour. 
de Radiol. et d’Electrol., 1930, 4, pp. 402—414 (Congrés des Gyné- 
cologues et Obstétriciens de Langue francaise, Bruxelles, Octobre 
3—5, 1929.) 

The authors have compiled statistics of cases of cancer of the uterus 
under their care during the years 1921 to 1926. The cases have been divided 
into the usual four groups. Group 1: cancer limited to the neck of the 
uterus; generally considered operable. Group 2: cancer extending to 
adjacent parts with mobility of uterus partly retained; operation of 
doubtful value. Group 3: cancer extending until the uterus is fixed; 
generally considered inoperable. Group 4: cancer extending to the neigh- 
bouring organs, i.e., vagina, bladder or rectum, when only relief can be 
expected. In all, 173 patients have been treated by radiotherapy, including 
all four groups in the six years; 37 of them are alive and well, making a 
percentage of 21.5 cures. The authors state that in 1.80 per cent cures 
have been obtained in Group 1, 54 per cent in Group 2, 21 per cent in Group 
3, whereas in Group 4 the patients only survived a few months though 
their sufferings were considerably diminished. As France still resorts to 
hysterectomy, whereas other countries, notably Sweden, Germany, 
Belgium, Italy and the United States, have abandoned surgery in favour 
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of radio-therapy, the authors are anxious that radio-therapy should be used 
in France more frequently, especially as it can no longer be contended that 
insufficient time has elapsed to judge of its beneficient results. 

P. J. Kerley. 


Vaginal ulceration following radium treatment of uterine cancer. J. LENCZOWSKI. 
Ginek, Polska, 1929, 8, pp. 37—42 (in Polish with French summary.) 
An account of several cases of vaginal ulceration following radium 
treatment of cervical cancer is given; in one case there was ulceration of 
the rectum. These injuries are due to necrosis and vascular degeneration. 
Necrotic tissue is frequently seen in the vagina after radium treatment, 
but severe injury can usually be avoided by adequate filtration and: careful 
dosage. The author now uses 50 mgrm. R.E. in a 2-mm. platinum cap- 
sule at 1 cm. from the tumour mass, and rarely exceeds a dosage of 3,600 
ingrm.-hours. In treating radium ulcers he obtained the best results with 
camphenol and diathermy ; he also used xeroform and boric acid. 
F. Cavers. 





REPORTS OF SOCIETIES, 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTRETRICS AND GYNA:COLOGY. 


A meeting of the Obstetric and Gynzecological Section was held on 
February 2oth, 1931. The President, Sir Ewen MACLEAN was in the Chair. 


The PRESIDENT showed a specimen of 


A LARGE CALCULUS, WEIGHING 2% 02. 


The patient complained of bladder symptoms for some time but refused 
treatment. She extracted the calculus from her vagina after its passage 
through a large vesico-vaginal fistula. She died shortly afterwards from 
ascending infection with uremia. 


Mr. STEVENS discussed the specimen, 


Lady Barrett read notes and illustrated them by microscopic and 
lantern slides of 


(a) A Casg OF CARCINOMA OF THE FALLOPIAN TUBE 


occurring in a woman aged 55 years. The menopause had occurred three 
years before the onset of symptoms. The chief symptoms were slight 
vaginal hemorrhage and a yellow vaginal discharge. Pain was not a 
marked feature. A swelling was found behind and to the left of the uterus. 
At operation a cystic tumour of the Fallopian tube was found. Malignancy 
was not suspected. The pathological examination of the specimen showed 
that the tumour was an undifferentiated spheroidal cell carcinoma with 
papillary processes. The growth was primary in origin, 


(b) A Cask oF CHORION EPITHELIOMA 


occurring in a married woman aged 26 years, with one child, 13 months old. 
She had never had an abortion, The menstrual loss was irregular, but a 
mass or clot had not been passed. She complained of continuous 
heemorrhage for three weeks up to September 12th, 1930. A discharge 
was not present until her admission to hospital on October 1st. The 
uterus was enlarged, and a diagnostic curettage was performed. The 
microscopic report was that of chorion epithelioma Pan-hysterectomy 
was performed and the patient did well. 


oO 
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The specimens were discussed by Professor PrRiccs, Mrs. IvENs 
KNOWLES, DR. FAIRBAIRN, MR. WRIGLEY and MR, STEVENS. 


Lady Barrett replied. 


Dr. A. ARNOLD OsMAN read a paper with Dr. Harorp G. CLOSE on 


OBSERVATIONS ON THE PLASMA-BICARBONATE AND THE VALUE OF ALKALIES 
IN THE TREATMENT OF SOME OF THE RENAI, COMPLICATIONS OF PREGNANCY. 


The work was carried out in the Department for Medical Investigations, 
Queen Mary’s Hospital, E. Observations upon cases of normal pregnancy 
showed that there is considerable decrease in the plasma-bicarbonate, 
and that it remains at much the same low level throughout the period 
of gestation. he water-content of the blood and tissues is increased in 
pregnancy, and is greatest in those with the lowest plasma-bicarbonate. 
Alkali therapy was carried out in three types of cases—albuminuria of 
pregnancy, pre-eclampsia, and in cases treated prophylactically. 


The patients who were severely affected were kept in bed. All the 
patients were given a full diet, including meat. The intake of fluid was 
limited. Purgation was not allowed. Equal parts of potassium citrate 
and sodium bicarbonate were given by the mouth; 50 grains of each in an 
ounce and a half of water as many times a day as was found to be necessary 
to produce a satisfactory diuresis. Usually 150 grains a day were given, 
increased until the desired result was obtained. The dose was regulated 
by the volume and reaction of urine passed. The results showed a decrease 
in albumin, and subsidence of the cedema. An increased dose at the 
beginning may be followed by an increase in the cedema, but this subsides 
when the dose is further increased. 


There is no danger in the case of the pregnancy kidney of the occurrence 
of alkalosis or tetany. Alkali therapy diminishes the severity of the 
signs of the toxzemias of pregnancy, but cannot be relied upon to prevent 
the onset of some of the graver symptoms in all cases. The authors assert 
that alkali therapy has its uses in the treatment of the types of cases 
above mentioned. It promotes diuresis, diminishes or controls cedema 
and albuminuria. The discomfort of sweating, purgation and extreme 
limitation of the diet is avoided. The graver symptoms may not be 
prevented by alkali therapy alone in all cases, but the symptoms are 
diminished in severity. The results were promising among those patients 
who were treated for the prevention of renal complications in the toxeemias 
of pregnancy. 


Mr. GIBBERD regarded the recurrence rate of less than 20 per cent after 
prophylactic treatment as strong evidence that alkali treatment was of real 
value. The usual recurrence rate was not lower than 30 per cent and 
probably as high as 50 per cent. He was of the opinion that the results 
of the usual methods of treatment would be improved if the administration 
of alkalies was also adopted. 


Mr. Rory asked if the cessation of the alkali treatment influenced the 
onset of eclampsia in the two cases quoted in the paper. He noticed that 
the treatment did not affect the high blood-pressure which, in the opinion 
of some people, precipitates the onset of fits, 
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Dr. Oxriey was of the opinion that albuminuria was of two types; 
one postural, and one toxeemic. He believed that if strict eliminative 
treatment was carried out eclampsia could be prevented. A vegetable 
diet was of value in cases of patients who had suffered from albuminuria, 
and by this means the depressing effect of continued alkali treatment 
could be avoided. 


Lady Barrett and Mr. Carnac Rivertr also took part in the discussion. 


Dr. OsMaAN replied. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNA‘COLOGICAL 
SOCIETY. 


At the meeting of the North of England Obstetrical and Gynecological 
Society held at Manchester on Friday, January 23rd, 1931, the Chair was 
vacated by Dr. J. W. Burns (Liverpool), retiring President, and Mr. W. W. 
Kinc (Sheffield) was installed as President for the present year. 


Dr. S. B. Herp (Liverpool) read a paper on 
VAGINAI, HySTERECTOMY. 


He pointed out that little support for the operation was to be found 
in gynzecological textbooks ; some being frankly antagonastic. There was 
also need of agreement as to the indications and technique. The present 
communication was based on a series of 50 cases. 

In the majority of cases the vagina was prepared by hyperchlorite 
packs and douches for two days before operation. The cervix was closed 
by three or four silk sutures which also acted at tractors. The utero-vesical 
pouch and the pouch of Douglas were opened in the usual way. Dr. Herd 
recommended the early ligature and division of the utero-sacral ligaments 
to give greater mobility, after which it was easy to work up the sides 
and secure the uterine arteries. He had not found it necessary to bisect 
the uterus or remove fibroids piece-meal. The appendages could be removed 
with the uterus, or dealt with separately when removal was advisable. 
All stumps were fixed to the vault with their cut surfaces projecting into 
the vagina, after partial closure of the peritoneal cavity. In cases of 
prolapse a vaginal repair was combined with hysterectomy. 

The contra-indications were carcinoma of the body or cervix, inflamed 
appendages, fixation of the body of the uterus or uterine enlargement out 
of proportion to the vagina, including nulliparity. 

Of the cases reported only six were under 4o years of age, the average 
age being 44, and the average stay in hospital after operation was 17 days. 

Four were cases of carcinoma, These did not do well, Of the remaining 
46, 43 made excellent recoveries. There was one death from broncho- 
pneumonia, one case of hemorrhage on the tenth day controlled by 
packing, and one case of pyelitis. The most noteworthy character of the 
series of cases was the complete absence of shock and the rapidity with 
which recovery occurred. 

The President, Mr. W. W. KinG, strongly supported Dr. Herd. It was, 
he thought, by far the safest method and one productive of a minimum 
of shock. He had looked up his own cases for the years 1914 to 1928. 
They numbered 385, with a mortality of nearly one per cent. This included 
two deaths during an epidemic, and one of cancer of the cervix in which 
he had ligatured one ureter, The operation was, he thought, as safe 
as any operation could be. Hemorrhage was what one feared, and, 
occasionally, oozing, but this he had found controllable by vaginal packing. 

As to Dr. Herd’s contra-indications, he thought that the operation was 
eminently satisfactory in cases of carcinoma of the body if the cervix 
was packed and closed. He considered the results in cases of carcinoma 
of the cervix worse than those obtained with radium, and preferred the 
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latter. He did not agree that fixation of the uterus should be regarded 
as a contra-indication. He agreed that tubal inflammation was a contra- 
indication, but the difficulty of the large uterus should be overcome by 
splitting the uterus. He would like to know what ligatures Dr, Herd 
used in his cases, and whether he considered old age an indication. 

Mr. A. Goucu (Leeds) said the operation was not much used in Leeds. 
In his. last 100 hysterectomies he found that only a fifth had been done by 
this method. He considered that it required greater dexterity and care 
in the selection of the cases. He had employed the Viennese method in 
cases of early carcinoma of the cervix in patients who were fat and old, 
but he now used radium instead. 

Professor Mikes Puiirs (Sheffield) said that of his last 500 hysterec- 
tomies in private practice 20 per cent had been done by this route. He 
considered that in the presence of prolapse it was a very valuable method. 
Fat and bronchitic patients stood the operation well; he did not, 
however, do it in the case of nulliparee if it could be avoided. In carcinoma 
of the cervix he thought it inadvisable unless radium had failed to cure 
the condition. In carcinoma of the body he adopted the abdominal route 
for preference, as he thought it important to cut the infundibulo-pelvic 
ligaments as far out as possible. In regard to the technique he was in 
the habit of clamping the ligaments first and then tying his ligatures in 
the groove so produced. He formerly used a drainage tube, but now he 
left his ligatures long instead, He was strongly in favour of a wider 
employment of this method about which he found students surprisingly 
ignorant. He did not consider anyone had the right to call himself a 
gynecologist who did not select this method in as many cases as possible. 

Dr. HERD, in reply, stated that he used 30-day chromicized catgut. 
The patients got up on the tenth and went home on the eleventh day. He 
considered that old patients did well when operated upon by this method. 


Dr. R. Newton (Manchester) read a short paper on 
THE APPEARANCE OF THE OVARY DURING PREGNANCY, 


Since hearing Dr. Dougal’s communication on this subject, read before 
the Society in 1928, he had carefully observed the ovaries in every 
Ceesarean section at which he had been present, and had invariably found 
irregular rust-coloured areas on the surfaces of both ovaries. Several 
specimens had been collected and examined. He described his methods 
oi fixing and staining. 

These rusty-coloured areas he found to consist of groups of decidua-like 
cells, lying at varying depths in the cortex but always with at least three 
or four layers of cells separating them from the surface. The cells were 
apparently in every respect similar to decidual cells. They were large, 
oval, with a faintly granular protoplasm and a prominent nucleus, lying 
in a loose matrix, with fibrils running between the cells. The presence 
of glycogen was demonstrated by Best’s carmine stain. 

Dr. Newton stressed the point that he had not found any of these 
areas on the surface of the ovary, nor had he been able to find glands 
present in these groups of decidual cells. 

The PRESIDENT expressed himself as much surprised to learn that the 
areas were not on the surface of the ovary as their naked-eye appearance 
suggested. 
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Professor D. Doucat, (Manchester) congratulated Dr. Newton and hoped 
that the investigation would be continued, Similar areas were found on 
the appendix, uterus and omentum, but in the ovary they were so large 
and definite that one felt they must have some significance. 

Professor Mi.Es PuHinips also wished to congratulate Dr. Newton. He 
felt that our knowledge of the ovary during pregnancy was sadly deficient ; 
we had no real knowledge of what happened to the corpus luteum during 
pregnancy, and he hoped Dr. Newton could include this in his investi- 
gation. He hoped that members of the Society would help by sending 
to Dr. Newton any material they might obtain. He himself would be 
very glad to do all he could if Dr. Newton would let them know how he 
wished the material to be preserved during transit. 

Dr. NEwTon, in reply, said that the absence in certain slides, or rather 
in all parts of the same slide, of the structures he was demonstrating was 
due to bad fixation. He had at first employed normal saline, but was now 
using better methods. He appreciated very much Professor Philips’ 
suggestion and would be glad to send charged receptacles to any members 
who could help him in this way. 























Dr. S. B. Herp (Liverpool) showed 





Two MALIGNANT OVARIAN TUMOURS. 





The first, a large round-celled sarcoma of the ovary, was removed post- 
mortem from a girl of 17 years. She had noticed a swelling of the abdomen 
for several months. Two weeks before death, however, she became acutely 
ill. Diarrhoea and abdominal pain were complained of and the temperature 
was 104°F. When seen three days before death she presented the appear- 
ance of a case of acute toxemia. The tumour consisted of a large oval 
mass replacing the left ovary. On section it was found to consist of a 
large round-celled sarcoma with advanced degeneration and leucocytic 
infiltration, Dr, Herd thought death was due to acute toxemia caused 
by a sudden degeneration of the tumour. 

The second tumour was removed from a woman aged 65, who complained 
of slight vaginal hemorrhage and colicky pain in the lower abdomen for 
14 days. The left ovary was replaced by a tumour the size of a 16 weeks’ 
gestation, with slight torsion of the pedicle and a few omental adhesions. 
On section the tumour showed congestion and slight hemorrhage, with 
whitish areas of more solid tissue near the periphery. Section of these 
more solid areas showed cells similar to those of the membrana granulosa, 
with deeply staining nuclei almost filling the cells, which were arranged 
in strands or columns and like a honeycomb in appearance. In other 
sections they appeared to form alveolar masses. There were also structures 
simulating follicles. Ovum formation was not found. In the advanced 
parts of the tumour the appearances were those of adeno-carcinoma, but 
mitotic figures were rare. Dr. Herd considered this specimen similar to 
that described by Robinson in Surgery, Gynecology and Obstetrics, 
September, 1930. 

The PRESIDENT remarked that this was the first occasion on which a 
tumour of this type had been reported to the Society. It was unfortunate 


. that the patient had died. We had, therefore, no evidence as to the prog- 
nosis in these cases. 
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Mr. Goucu (Leeds) asked whether a bacteriological examination had 
been made. The history suggested to him the possibility of a septic 
necrosis. 

Professor W. DouGat (Manchester) was greatly interested in the vaginal 
heemorrhage of the second patient. Post-menopausal hemorrhage was 
often the first symptom in malignant disease of the ovaries. A patient 
whose uterus he had curetted for this symptom, with a negative result, 
returned three months later with a malignant ovarian tumour; and in a 
later case, when he decided to do a hysterectomy for the same symptom, 
he found both ovaries the size of walnuts. Robinson ascribes the heemor- 
rhage to a tightening up of ovarian function. If the carcinoma is secondary 
the symptom is absent. In view of these facts he deprecated the indis- 
criminate use of radium in cases of post-menopausal hzemorrhage. 

Dr. K. V. Battey (Manchester) had had a patient of 63 with post- 
menopausal hemorrhage. Both ovaries were malignant and there was 
carcinoma of the uterus. 

Dr. S. B. Herp, in reply, said that there was a small quantity of fluid 
in the abdominal cavity but it was sterile. Peritonitis was not present. 
The degeneration, he considered, was too severe for infection. He had 
formerly ascribed post-menopausal hemorrhage in such cases to torsion, 
but since reading Robinson’s paper realized that it was due to cell activity. 
Robinson states that the tumours are generally small; this one was large. 


Professor D. DouGat (Manchester) described a case of 
ALBUMINURIA AT THE TWENTY-EIGHTH WEEK OF PREGNANCY. 


The patient had had albuminuria, cedema and disturbance of vision 
for three weeks. The systolic blood-pressure was 230 mm. Hg. The 
urine contained granular casts and 2.5 grs, of albumin per litre. The 
following night the patient had an attack of renal asthma, and Dr. Loveday, 
who was called in consultation, reported the blood-urea to be 21 milli- 
grammes per 100 c.c. from a fasting specimen of blood. A female child, 
weighing 1 pound 15 ounces and measuring 14 inches and apparently not 
of more than 28 weeks’ development, was delivered by Ceesarean section 
the following morning. Following operation the blood-pressure fell to 
160; on the third day it was 186, and fell to 165 when she was discharged 
after having made a good recovery. The baby was fed on a mixture of 
one ounce of cream to three ounces of whey, one teaspoonful half hourly, 
and, later, on expressed mother’s milk alternating with Allenbury’s No. 1 
food. By the seventh day it weighed two pounds ; at the end of three weeks 
three pounds one ounce. At eight and a half weeks it weighed four and a 
half pounds and was still thriving. 

The PRESIDENT asked if the diastolic blood-pressure had been taken. 
He was greatly interested in the choice of delivery, namely, Ceesarean 
section. 

Dr. J. W. Burns (Liverpool) said he had had a somewhat similar case. 
The diastolic blood-pressure was 210 with a proportional systolic pressure. 
The patient was in hospital four weeks and the blood-pressure kept up 
to 200 for three weeks. She had now returned without albumin and 
without cedema, but she was pregnant again. 

Professor Miies Puiirs (Sheffield) said he was chiefly interested in 
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this most remarkable baby. At 28 weeks it should have weighed three 
pounds. He thought it was very interesting that in this case Professor 
Dougal had decided his treatment on clinical rather than on laboratory 
indications. This method often gave the best results. He felt sure that 
Cesarean section was the best method of delivery in this case. 

Mr. N. L. Epwarps (Derby) asked if a urea concentration test was done. 

Professor W. DouGaL, in reply, said that there was little time for 
investigation. Dr. Loveday thought the urea concentration test the best, 
but it was no good after starvation. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


At a meeting of the Society held at Sheffield on February, 27th, 1931, 
Professor Mines Puiniprs (Sheffield) showed a specimen of 


PERFORATING ADENOMA OF THE CERVIX. 


The specimen was removed, together with the normal appendages, by 
an extensive pan-hysterectomy on a provisional diagnosis of perforating 
endometrioma of the recto-vaginal space. The patient was 45 years of age, 
with a history of persistent backache for nine years. The point of interest 
in the specimen lay in a fistulous track leading from the cervical canal 
close to the internal os to a point high up in the posterior fornix. The 
vaginal opening contained a small red nodule. This nodule and the lining 
of the fistula consisted of glandular tissue lined by columnar epithelium 
of the cervical type. In some areas, and especially in the nodule, the 
glands were surrounded by a cytogenous mantle similar to that found in 
endometriomata. The nodule appeared, by its well-marked stroma and 
greater vascularity, to be the apex of the growth. 

Professor Miles Philips apologized for the delay in the publication of the 
specimen, which had been put on the agenda on two previous occasions. 
He had, however, been prevented by illness. 

The President, Mr. W. W. KiNG, in opening the discussion, remarked 
that this was an extremely interesting case of cervical endometrioma. On 
several occasions he had found clear white cysts in the abdomen, lined 
by cervical endometrium. He saw no essential reason why the endometrium 
should not be cervical in type. He would like to know if there was a 
history of cervical discharge. 

Professor D. DouGat, (Manchester) suggested that the growth might be 
an ectopic erosion. The glands having grown out from the ordinary 
situation and become isolated in the posterior fornix. 

D. K. V. Battey (Manchester) recollected a somewhat similar case 
operated on by Professor W. Fletcher Shaw in which there was also an 
opening behind the cervix, due to an endometrioma in the mecto-vaginal 
septum with pathological changes suggestive of malignancy. Samson 
had seen many, but they had not been noted in this country, 

Professor W. FLETCHER SHAW (Manchester) wondered if this might not 
be a diverticulum from the endometrium, He remembered removing a 
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fibromyoma in the broad ligament, containing a cavity lined with endo- 
metrium. He took this to be a fibroid which had been extruded from the 
uterus and cut off. In the case mentioned by Dr. Bailey the patient had, 
first of all, polypi which were snipped off; later these recurred and a 
mass was found in the posterior fornix. A pan-hysterectomy was done 
and endometrium was found growing through the posterior fornix from 
the recto-vaginal septum. 

In reply, Mr. Mines PHinirs said that there was no discharge except 
a slight yellow one for three days before operation. He agreed with Pro- 
fessor Dougal. He had looked on the growth as an adenoma. The rest of 
the cervix, however, showed no erosion. In regard to Professor W. F. 
Shaw’s suggestion, undoubtedly at one time it was a diverticulum, later 
it became a perforation. The mass looked like a cervical polypus and it 
was- probably safer to call it an adenoma than an endometrioma. 


Professor W. FLETCHER SHAw (Manchester) showed 
AN EPITHELIOMA OF THE VULVA REMOVED FROM A GIRL, OF 23 YEARS. 


The patient had complained of local irritation for two years; an ulcer 
had been noticed for six months and there had been a foul discharge 
for three months. The growth extended from one inch below the 
clitoris to a quarter of an inch above the anus, involving the right 
labium minor and the posterior inch of the right labium major. 
The right inguinal glands were extensively involved. The Wassermann 
reaction was negative, and on section the growth was found to be an 
epithelioma. In spite of extensive removal of the growth and glands, 
followed by deep X-ray therapy, the patient died 14 months later, a mass 
being present in the pelvis. Professor Shaw gave a short account of other 
similar cases which had been recorded, 

The PRESIDENT expressed surprise that so many cases of this condition 
had been reported. It was remarkable how long many patients kept things 
to themselves. He recollected a case of a young woman, with two large 
masses in the lower abdomen the size of association footballs, who was 
brought under treatment owing to her having casually mentioned her 
condition to a health visitor. He wondered if leukoplakia was a factor 
in Professor Shaw’s case. 

Dr. Appis (Manchester) mentioned, in relation to the President’s 
question, that he had at the moment under his care a girl of 134 with 
typical leukoplakia vulvee. She had menstruated normally since the age of 
1z and was otherwise apparently normal. 

Dr. GEMMELI, (Liverpool) noted that the Wassermann reaction was 
negative and that spirochetes were not found in scrapings. He would 
like to- know of there was a history of gonorrhcea or soft sore, or evidence 
that the patient was not virgo intacta,. 

Dr. BrmE (Manchester) recalled the case of a patient aged 28 he had 
seen with a small ulcer on the vulva. This he excised but did not remove 
the glands. She was now married. Another case he saw recently, with an 
ulcer which he thought to be malignant, had a strongly positive Wasser- 
mann reaction and was now under treatment, 

Dr. Stacky (Sheffield) was interested in the resemblance between 
carcinoma of the cervix and primary tertiary syphilitic lesions in some 
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cases. He had had two cases, each of which had been reported as granulo- 
mata and malignant. Both had a positive Wassermann reaction. He 
wondered if there were any distinguishing points between the two. He 
also mentioned a girl of 24 with a mass in the posterior fornix, extending 
down to the perineum and communicating with the rectum. This was 
reported as malignant. The Wassermann reaction, however, was strongly 
positive and she responded to anti-syphilitic treatment. 

In reply, Professor W. FLETCHER SHAW said there was not any evidence 
of leukoplakia in his case, although there was a history of irritation for 
two years. The ulcer when seen had been present for six months, The 
growth was very extensive and covered the area where evidence of leuko- 
plakia might have been found, At first he had thought the growth to 
be syphilitic. Last year, while examining at Liverpool, Professor Blair 
Bell showed him a similar growth removed from a girl of 23, and they 
had hoped to show the specimen together, but when one was present 
the other, unfortunately, had been unable to come to the meeting. The 


patient was virgo intacta and he did not think there was any question of 
infection. 


Mr. N. L. Epwarps (Derby) demonstrated two specimens. The first 
was 


A UTERUS CONTAINING A SARCOMATOUS POLYPUS. 


A fibroid polypus showing sarcomatous degeneration had been removed 
a year previously from the same patient, who had at the time refused 
hysterectomy, 
The second was 
A UTERUS AND APPENDAGES WITH A LEFT-SIDED FIMBRIAL Cyst, 


whose pedicle was twisted, and early papilliferous carcinoma of the right 
ovary. 

In the first specimen an enlarged lymphatic gland was found in 
immediate apposition to the left side of the uterine body. 

The PreEsipENT found all changes in the uterus of interest, but 
especially when the change was a malignant one. The gland, though 
external, seemed to be incorporated in the uterine wall: he would like 
to know whether there was any glandular tissue in the wall of the uterus 
at this point. He would also like to know if there had been any post- 
menopausal bleeding in the history of the second patient. 

Mr. St, GEORGE WILSON (Liverpool) asked if ascites was present in 
the second case. He thought the ovarian tumour simple, judging from 
the sections. 

Dr. GEMMELL (Liverpool) was interested in the gland, He would like 
to know if there was any definite evidence that it was a lymphatic gland; 
if so, he thought it could only be a paracervical gland placed abnormally 
high. In investigating the parametri¢ tissues removed by Wertheim’s 
hysterectomy he had found the position of this gland to be variable, but 
he had never found it so high as this, 

Mr. Mikes PHILirps mentioned a case of recurrent polypi first reported 
as a degenerating fibroid and one year later as a low type of sarcoma. 
He would be interested to know what pressure Mr. Edwards brought to 
bear on the patient. Personally he always advised operation very strongly 
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in such cases. In regard to the papilliferous growth he was inclined to 
a diagnosis of innocency. 

Mr. N. L. Epwarps stated, in reply, that the section of the gland did 
show lymphatic tissue, Ascites was not present. Perhaps he did not 
frighten the patient sufficiently. 


ProrEessor D. Doucat, (Manchester) described a case of 


PSEUDO-MYXOMA OF THE OVARIES AND PERITONEUM, 


referring to two other cases he had previously published, and giving a 
brief survey of the literature. In the case at present reported there was 
no cystic enlargement of the appendix, although a considerable quantity 
of pseudo-mucin was adherent to it and to the caecum. Both ovaries 
contained large pseudo-mucinous cysts ; that on the left side was evidently 
leaking into the abdomen, The omentum was converted into a cake-like 
mass containing many small spaces filled with pseudo-myxomatous 
material. Both cysts were removed with the uterus. It was not con- 
sidered advisable to isolate and remove the appendix. In Professor 
Dougal’s two previous cases the appendix was enlarged and distended 
with myxomatous material. 

The PRESIDENT recalled a case of this condition which he had brought 
before the Society some time ago. In this the appendix had seemed to 
be the site of the primary lesion. Professor Dougal, however, was able 
to show pseudo-mucin going through the wall of the appendix via the 
lymphatics. He remarked on the frequency of rupture of pseudo-mucinous 
ovarian cysts and suggested that there must be some other factor in the 
production of pseudo-myxoma peritonei. 

Dr. J. W. HripE (Manchester) asked if Professor Dougal had applied 
the reduction test. He recollected a case with all the macroscopic appear- 
ances, but in which the gelatinous material failed to reduce Fehling’s 
solution. 

Professor W. FLETCHER SHAW (Manchester) was interested in the 
tendency to recurrence and inthe tendency to malignancy, He stated that 
in two or three cases he had operated twice, and he remembered a patient 
of Dr. Donald who had five operations, the last five years after the 
fourth. He asked if anyone had seen a pseudo-mucinous cyst removed 
without rupture or which had not ruptured previously. He described a 
case like that of Professor Dougal’s in which the omentum was absolutely 
riddled and rolled across the abdomen like a roly-poly pudding. So firmly 
was it fixed that it was only possible to remove a piece for examination. 
Eighteen months later he saw her again with gastric symptoms. She was 
sent to a general surgeon and was found to have a carcinoma of the 
stomach, 

Mr. A. GouGu (Leeds) had seen a case which had been diagnosed as 
one of tuberculous peritonitis by general surgeons. He opened the 
abdomen and removed two masses which he thought were pseudo-mucinous 
ovarian cysts. To his surprise the patient continued to menstruate, but 
is still alive and well 15 years after the operation, and sends him a letter 
each Christmas. 

Professor D. DouGat, in reply, said that he had carried out the reduction 
test, which was positive. In Liverpool it was held that these cysts never 
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became malignant, which was difficult to reconcile with Professor Shaw’s 
suggestion that cancer of the stomach owed its origin to a pseudo- 
myxomatous cyst of the ovary. 


Professor D. DouGat, described 
A CASE oF TORSION OF THE SPLEEN. 


The patient, aged 30, had been under his care previously when he 
removed a polypoid adenomyoma through the abdomen. During con- 
valescence a mass was felt in the lower abdomen which was diagnosed as 
a wandering spleen. When seen again six years later for a sudden attack 
of abdominal pain and vomiting a firm, tender mass was felt in the region 
of the umbilicus. The uterus was small and mobile, but as the patient 
was acutely ill the abdomen was opened. A dark purple mass was found 
lying behind the omentum with attachments posteriorly. The pelvic 
organs were normal. During manipulation the torsion was evidently 
undone and the spleen slipped back into its normal situation. Four months 
later the patient was still well and free from symptoms. 

The PRESIDENT said that there must be a few of those present who 
had come across this condition. He remembered Mr. Favel removing a 
spleen through a lower abdominal incision. He also remembered a case 
similar to Dr. Dougal’s which went to a surgical colleague. In this case 
the spleen was removed and the patient made a perfect recovery. 

Mr. St. GgEoRGE Wison (Liverpool) in his resident days had assisted 
Mr. Leyland Robinson to remove a spleen. He remembered Mr. Robinson 
remarking on the typical notch on making his abdominal examination. 

Mr. Mixes Puiiirs (Sheffield) said that the case referred to as operated 
on by Mr. Favel was one of hydatid cyst of the spleen. Bland-Sutton had 
described cases of torsion of the spleen. He had always been on the look-out 
for a case. He once operated on a woman of 60 with chronic bronchitis 
and a very large ovarian cyst. She was a very bad surgical risk, but 
although the cyst was adherent he was able to complete the removal. 
Fourteen days later he was horrified to find another lump in the abdomen. 
This could be pushed up under the left costal margin with ease. He again 
opened the abdomen and removed a right ovarian cyst with a very long 
pedicle. This was the nearest he had been to seeing a case of torsion of 
the spleen. 


Dr. J. W. Briprg (Manchester) showed 


X-RAY PHOTOGRAPHS OF THE PELVIS IN A CASE OF FRACTURE OF THE 
PELVIS DURING NORMAL LABOUR. 


The pelvic measurements were normal and the child weighed 6% pounds. 
There was no interference in the second stage, but the placenta was removed 
manually. There das not any history of accident. There was a slight 
rise of temperature from the sixth to the eighth day, but symptoms were 
not complained of until after her return home on the fifteenth day. She 
then complained of pain in the right buttock and back. X-ray examination 
revealed a separation of the of the pubic bones, the right being half an 
inch above the left. There was also subluxation and rotation at the right 
sacro-iliac joint. The patient was kept in bed with a tight binder for 
seven weeks and sent home with a belt. A photograph taken then did 
not show any abnormality. 
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Mr. A. GouGu (Leeds) said that though he had no experience of this 
occurrence he could give Dr. Bride a reference to two cases by different 
authors in the Acta Gynecologica Scandinavica, He suggested that the 
cause might be an undue softening of the ligaments. 

Mr. St. GEORGE WILSON (Liverpool) asked if a Clover’s crutch had been 
used. He had seen paresis of the sciatic nerve caused by a crutch, possibly 
causing subluxation of the sacro-iliac synchondrosis. 

Professor D. DouGat thought there was probably something in Mr. 
Gough’s suggestion, and asked if the patient had had wadue difficulty 
in walking before the confinement. 

Professor W. FLETCHER SHAW had seen two cases following delivery 
with the forceps; the first patient recovered well, the second, whom he 
saw four days after delivery on account of a temperature, had a vaginal 
tear almost into the urethra. She complained of pain in the right sacro- 
iliac region. X-rays revealed separation of the symphysis pubis. The 
tear in the vagina suggested excessive separation. After six weeks she 
was able to go home, using a crutch, and later complained of great pain 
in the sacro-iliac region. 

Dr. Stacey (Sheffield) had seen a forward dislocation of the hip caused 
by forcible abduction of the thighs in an attempt to produce devarication 
of the pubes. After pubiotomy bony union does not occur, but pain is 
not. present and ambulatory movement is not impaired. 

Mr. Pures (Sheffield) agreed with Mr. St. George Wilson in depre- 
cating the use of Clover’s crutch. 

‘Dr. BRIDE, in reply, said he was not present at the delivery, but was 
sure she would be delivered, as were -all cases at St. Mary’s Hospital, 
on the back with the legs attached to bed posts. He thought the theory 
of undue softening of the ligaments most likely, but was unable to give 
Professor Dougal any ante-natal history. 


Miss RutH NiIcHorson then described 
A Case OF BILATERAL PYOSALPINX IN A GIRI, OF I6. 


The patient had been treated for a vaginal discharge at the age of five. 
The periods had started at 14 and had been normal. When seen she had 
a temperature of 103°F. with a rapid pulse-rate. This continued for 
14 days, when the abdomen was. opened and a double pyosalpinx and a 
small uterus were removed. The pyrexia subsided on the third day and 
the patient made a good recovery. Miss Nicholson confidently excluded 
the possibility of re-infection. 

The PRESIDENT thought the case was very intriguing. How did the 
patient have a raised temperature with sterile pus when 10 years old? 
Was there a possibility of influenza? One might suggest a tuberculous 
infection, but the history was against that. 

Mr. St. GEoRGE Wmson said that the late Professor E. Glyn used to 
teach that the pneumococcus was a cause of vaginal infection in little 
girls. He had seen a small girl lately in whom the organism in the smear 
resembled pneumococcus. 

Dr. K. V. Bumey (Manchester) enquired as to the condition of the 
appendix. 

Professor Mites Puitirs suggested that tubercle bacilli, pneumococci 
and rarely streptococci occurred in vaginal smears from young children. 
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He recounted the case of a child of 11 who visited this country with her 
family. On arrival all the family suffered from sore throats, which cleared 
up. The child, however, developed a vaginal discharge containing strepto- 
cocci, This was followed by pneumonia and later by peritonitis. She made 
a complete recovery and, like Mr. Gough’s patient, sends a Christmas 
card each year. The question is: What will be the future history of this 
child? In regard to the question of pyrexia he had always made it a rule 
in these cases to delay operation till the temperature had been normal 
for three weeks. 


Dr. Stacey (Sheffield) said that he saw quite a number of children with 
vaginal discharges. In his opinion the gonococcus was) not a more common 
organism to find that others, such as streptococci, staphylococci and 
diphtheroid organisms. He remarked that the gonococcus was a self- 
limiting organism and could seldom be found later than three weeks after 
infection. The mixed infection persisted thereafter. He would like to 
know the result of the examination of the smear in this case. 


Mr. Epwarps (Derby) asked if vaginal drainage could not have been 
done in preference to removing both Fallopian tubes in a young girl, 


Dr. GEMMELI, had not seen many cases like this, but he remembered one 
operated on in a general hospital as a case of appendicitis, There was a 
double tubal infection, a rapid pulse-rate and a temperature of 101°F. 
This case settled down after three days. He supported Dr. Stacey in his 
remarks as to the self-limitation of a gonococcal infection. 


Miss R. NICHOLSON, in reply, said that there were no symptoms of 
influenza, The infection might have been pneumococcal, but that is a 
severe and not lasting form. The appendix was normal. She also saw 
a large number of children with gonococcal infection, and could not agree 
as to the self-limitation of such infection. She frequently found them 
cropping up again, and had recently seen one recurring five years later. 
She agreed that the fever was difficult to understand. She had expected 
to find adhesions with a secondary infection from the bowel. The tempera- 
ture had lasted two weeks. Vaginal drainage in this case would have 
been difficult, and in any case the Fallopian tubes were utterly destroyed. 


THE MIDLAND OBSTETRICAL AND GYNAICOLOGICAI, SOCIETY 


The third general meeting of the session was held in Birmingham on 
Wednesday, February 4th, 1931. 


A paper was read by Mr. G. T. STRACHAN, on 
* SOME PROBLEMS OF THE RADIUM TREATMENT OF UTERINE CARCINOMA. 


It was discussed by Mr. StatHamM, Mr. PARAMORE, Mr. CLARE, 
Mr. Dansy, Mr. LocHRANE, Mr. BARNIE-ADSHEAD and Mr. MAsiEN JONES. 
Mr. T. CLARE showed a specimen of 
KELOID OVARY. 


This subject was discussed by Mr. StatHam, Mr. Masten Jongs, 
Mr. Epcr, Mr, KEaTINnG, and Mr, LOCHRANE, 
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THE EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the above Society was held on January 14th, 1931, with 
the Vice-President, Dr. JAMES YounGc, in the Chair, when Professor 
A DONALD read a paper entitled 


THEN AND Now. 


Professor Donald began by saying that the 30 years between 1880 and 
1910 represented the most eventful period in surgical history since the 
beginning of knowledge. He then described the conditions at St. Mary’s 
Hospital, Manchester, when he first entered its portals as Resident Surgical 
Officer in 1884. The out-patient department at that time gave unrivalled 
opportunities for diagnosis, because a large number of patients reported 
every day and large abdominal tumours were seen daily. Local applications 
and the use of the sound and pessary were the common forms of treatment 
for the minor gynecological ailments at that time. Operations in the 
hospital consisted of perineal. and fistula repairs, and the removal of 
polypi. Four colporrhaphies, two anterior and two posterior, were attempted 
at that time, but as the pouch of Douglas was opened in the latter opera- 
tions the operation was abandoned, as this was supposed, at that time, t’. 
be a very dangerous risk. Curettages were not done, and dilatation of the 
cervix was effected only by means of tents. Ovariotomy was the only 
major operation performed, but the mortality was very high, although 
not higher than at any other centre with the exception of those cases 
operated on by Thomas Keith, who had a mortality of 10 per cent. The 
history of ovariotomy was then given and it was noticed that Charles Clay, 
who was the father of ovariotomy in Europe, was connected, for a time, with 
St. Mary’s Hospital. 

The history of the operations for fibroid tumours was then discussed, 
although any operation for that condition was attempted only at a much 
later date than ovariotomy. The first operative treatment was the extra- 
peritoneal treatment of the stump, which gave a mortality of 62.5 per cent. 
In 1883 the removal of the appendages was advised by Tait, and this 
operation, with Apostoli’s electric treatment, delayed for a considerable 
period any advance in the treatment by hysterectomy. In 1891 myomectomy 
was carried out at St. Mary’s Hospital, and in 1912 vaginal hysterectomy 
was first performed for a fibroid, although it had been performed three 
years previously for carcinoma of the cervix. The combined abdominal 
and vaginal operation was done in 1892, and the sub-total hysterectomy, 
the precursor of the present operation, was first attempted in 1893. 

Professor Donald then described in a most interesting manner the hard 
struggle Cullingworth had with regard to the operative treatment for 
inflammatory diseases of the appendages, and quoted many derogatory 
statements which were made when his paper was read before the Royal 
Society of Medicine. 

The combined anterior and posterior colporrhaphy, with the amputa- 
tion of the cervix, was first attempted by Professor Donald in 1888; the 
use of silver wire was given up very soon and catgut was substituted. 
The after-histories of his first three cases were given, and it was shown 
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how satisfactory the results were. These were the first cases in which 
buried catgut had been used. The operation was modified slightly in 
regard to the amputation of the cervix by Fothergill in 1908, but buried 
sutures were not used in Fothergill’s operation, 

With regard to obstetrics, there were 2,000 to 3,000 district cases a year 
which were attended by midwives and doctors from St. Mary’s Hospital, «nd 
it was noted that antenatal care was practised even in those days, careful 
histories being taken and the urine being tested frequently during the 
pregnancy. Accommodation in the hospital for obstetric cases was very 
limited, but, in spite of that, 150 obstetrical operations were performed 
" every. year. 

Professor Donald then discussed the period of time between then and 
the present day. He attributed the great advance primarily to Lister. 
He considered that asepsis, which followed antisepsis, was the great factor 
in the comparative safety of present-day surgery, and he considered that the 
Trendelenberg position marked a great advance in pelvic surgery. With 
regard to the present day, Professor Donald considered that there was at 
present an irreducible mortality in abdominal operations of 2.5 per cent. 
He considered that surgery had not reached its limits, for radium and 
X-rays were still in their infancy and the aneesthetists were discovering 
new fields by their research for methods which reduce shock. 

Professor Donald then described how, as early as 1917, he had noted 
clinical cases which are now described as endometriomata, and although 
the tumours were examined microscopically, unfortunately the endometrial 
lining had been destroyed on account of their large size. The whole 
situation was cleared by J. A. Sampson in 1921, who showed microscopically 
that the disease was caused by fragments of endometrium which had been 
carried through the Fallopian tubes to the pelvic cavity, which had also 
been demonstrated later by Dr. Bailey of St. Mary’s Hospital. 

With regard to midwifery Professor Donald considered that the practice 
of midwifery stood where it did 40 years ago, although there were two 
great advances, namely, antenatal care and Cesarean section, but the 
latter, after all, was the result of the surgical advances. It has been 
remarked that the maternal mortality was still four per 1,000, and attention 
was drawn to the interim report of the Departmental Committee for 
Maternal Mortality and Morbidity, especially to the fact that nearly Half 
of the fatal cases in which death was due to sepsis had followed normal 
labour. Professor Donald emphasized disinfection, and stated that lysol, 
in a strength that was of very little use as an antiseptic agent, had been 
used in a very large proportion of the patients who had died from sepsis : 
he considered that the ‘substitution of the mercurial preparations, in 
sufficient strength, for lysol would have a very marked effect in reducing 
sepsis. He also considered that the training of the students was defective : 
the student was trained in aseptic technique in a well-equipped operating 
theatre or labour ward, but when he had to attend cases in the district or, 
later, in his general practice, this aseptic technique was impossible and 
an antiseptic one had to be substituted for it. Professor Donald contended 
that we must go back to antiseptic training to prepare students for the 
conditions met with in private practice, and that the three essentials 
which must be observed were the disinfection of the hands and arms, the 
disinfection of the patient’s perineum and vulva, and, lastly, the care of the 
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perineum and vulva after the labour was over. He did not regard gloves 
as essential. 

In conclusion Professor Donald stated that there was no doubt 
that the results in the larger maternity hospitals had improved in recent 
years and that the epidemics of puerperal sepsis were now countered 
by early and radical measures. He considered that an up-to-date maternity 
hospital should consist of three blocks: one for booked cases, a second 
for suspect cases, and a third for septic cases, and that each of these 
should be worked quite independently of the other two. 


THE EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the Society was held on Wednesday, 11th February, 1931, 
with the President, Dr. H. 8. Davidson, in the Chair. 


Dr, CHARLES MCNEIL, read a paper on 


SOME MINOR DIGESTIVE DISORDERS IN BREAST-FED INFANTS DURING THE 
First Monta, 


Dr. McNEt, said the difficulties attending breast-feeding were not often 
discussed, but they were not infrequent, and were especially common in 
the first month, which was the critical time as regards the digestion of 
the infant. The following four clinical groups included most of the 
digestive troubles of the baby at this time :—1. Mild diarrhcea with green 
stools. 2. A special type of vomiting. 3. A special type of constipation. 
4. Failure to gain weight. All the groups had certain common features. 
All were trivial in their effect on health and digestion, but they were apt 
to become chronic and more serious. They were commonly ascribed to 
some fault in the mother’s milk and often led to weaning. A great many 
of them began about the end of the first week of life, at the time when the 
first free flow of maternal milk took place. The fourth group of cases, 
in which the symptom was a failure to gain weight, was a lange group, 
produced by a variety of conditions in the mother and child; it demanded 
a careful examination of both mother and child; weaning was very seldom 
indicated. 

Detailed consideration was then given to the fitst three groups. The 
first group, with the symptom of green and frequent stools, was also a 
large one. The condition was very common, and at first not pathological. 
It often righted itself, but it was easily overlooked, and might drift into a 
condition of true chronic dyspepsia. It often appeared about the 
end of the first week. There was no evidence of dyspepsia at 
the onset, and it was. due to increased peristaltic action of the bowel 
associated with the free flow of milk. At first treatment was not required. 
If it continued, simple measures, such as a small dose of castor oi] com- 
bined with a temporary reduction in breast-nursing, were usually sufficient. 
If these measures failed, the use of a plain, well-diluted, emulsion of 
petroleum in a dose of half a teaspoonful twice daily, was recommended 
as an effective and simple remedy. 

The second group, in which the symptom was vomiting, had special 
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clinical features which distinguished it from other types of vomiting in 
the early weeks of life. This type was also apt to appear at the end of 
the first week. Although the vomiting was frequent and explosive, the 
baby looked well and continued to gain weight for a time; associated air- 
swallowing might or might not be present. It was much more common in 
girls and those of nervous and impatient disposition. The condition was 
not easy to put right at once, but general measures directed to soothing 
the baby during and after suckling, and the giving of one or two grains 
of sodium citrate in a tablespoonful of warm water before nursing, always 
improved it, and even if the vomiting did not stop, the baby continued 
te thrive. The condition was due to maladjustment of peristalsis and 
sphincter action in the stomach, or to pyloric spasm, and was never an 
indication for weaning. It. had, however, to be distinguished from pyloric 
stenosis, which might occur in girls, and from the very rare cases of true 
idiosyncrasy to maternal milk. 

The third group referred to a special type of constipation in babies 
fed at the breast. The symptom might appear suddenly after a period 
of loose green motions, and the stool was at first of normal consistence 
and colour; in all other respects the baby was quite well. The condition 
liere was one of anal spasm. In its treatment aperient medicine or the 
usual anal suppositories were either useless or merely palliative, but anal 
dilatation with the finger combined with the use of a simple ointment, 
such as two per cent ichthyol ointment, rapidly cured the condition. 

These first three groups made up a large number of minor digestive 
disorders of the breast-fed infant in the first month of life. They were 
due neither to a fault in the maternal milk, nor to disorder of the chemical 
processes of digestion, but to some maladjustment in the mechanism of 
peristaltic action and sphincter control in the stomach and large bowel. 
This maladjustment was specially likely to happen at the time when the 
first free flow of milk took place, that is about the end of the first week 
of life. Although at first trivial in their effect, these types of minor 
disorders were liable, if uncorrected, to lead to more serious chronic 
dyspepsia. 


THE EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the Society was held on March 11th, 1931, with the 
President, Dr. H. S. Davidson, in the Chair. Mr. Henry Wapr and Mr. 
Davip Banp read a paper on the 


CYSTOSCOPIC APPEARANCES IN CARCINOMA OF THE CERVIX UTERI, AND THE 

ADVANTAGES WHICH MIGHT BE GAINED BY INTRA-SIGMOID TRANSPLANTATION 

OF THE URETERS IN SUCH A CARCINOMA AND IN OTHER GYNACOLOGICAL 
CONDITIONS. 


Two autopsy reports were described as illustrations of the results «of 
extension of carcinoma of the cervix uteri to the urinary tract. In one the 
carcinoma involved the bladder and one ureter. A vesico-vaginal fistula 
was present, and the involvement of the ureter had brought about atrophy 
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of the kidney. Death resulted from the ascending infection and pyelo- 
nephritis in the other kidney. In the other case the neoplasm extended 
from the cervix and involved the ureter in the base of the broad ligament. 
Atrophy of the kidney resulted. Death was brought about by involvement 
of the other ureter, which led to renal suppression and anuria. 

A fatal issue in carcinoma of the cervix uteri is frequently brought 
about by one of the following complications :— (1) Renal infection. 
(a) Ascending pyelo-nephritis. (b) Blood-borne pyelo-1ephritis. (2) Renal 
suppression. 

As radium therapy has now superseded radical operation in the treatment 
of a majority of the cases of cervical carcinoma, the information obtained 
by the use of the cystoscope is now of considerable importance. 

Involvement of the bladder from anterior extension of carcinoma of 
the cervix may be recognized in six stages of imcreasing. gravity :— 
(1) Elevation of the bladder floor. (2) Fixation of the bladder floor judged 
by digital manipulation of the cervix. (3) Circulatory changes. (4) Trans- 
verse-ridge formation. (5) Gidema. (6) Malignant invasion, The first 
three appearances are those associated with any retro-vesical collection 
or swelling and, as such, may be produced by radiation of a cervical 
carcinoma although the bladder may not be involved by malignant disease. 
The appearance of the ureteral orifice is the earliest guide to the diagnosis 
of involvement of the lower part of the urinary tract in such cases; the 
earliest vesical changes were seen there in patients in whom spread of 
the cervical carcinoma was taking place. The appearances of the ureteral 
orfice met with are, in order of gravity :—(1) Fixation. (2) Retraction. 
(3) Circulatory changes. (4) Irregular gaping. (5) Ulceration and the 
formation of nodules, In a series of cases in which such changes. in the 
ureteral orifices gave early evidence of anterior extension of the carcinoma, 
it was found that the general health of the patients remained excellent 
for more than eight months before mechanical interference with the 
excretion of urine brought about renal incompetence. 

By such an operation as intra-sigmoid transplantation of the ureters 
complete vesical exclusion can be carried out with safety, and following 
the operation the patient has comfort and complete urinary control. After 
successful transplantation the lesion in the pelvis may be attacked with 
renewed hope, and radiation or radical surgery may be directed entirely 
te the eradication of the carcinoma without tempering the efficacy of the 
method in order to allow for the protection or preservation of the urinary 
system. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


(Section of Obstetrics). 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians, Dublin, on Friday, 
January gth, 1931, the President, Dr. A. H. Davipson, in the Chair, 

Dr. D. J. CANNON showed a specimen of 


A UTERUS AND AN OVARY FROM A PATIENT WITH IRREGULAR 
UTERINE BLEEDING. 


The specimen was from a married woman with no children. Four years 
ago she had a large abdominal tumour removed (a simple cyst adenoma 
of the'ovary). A year ago she complained of severe bleeding which lasted 
several days, The menstrual rhythm was, however, maintained, The 
uterus was of normal size and was not displaced. The remaining 
ovary was slightly enlarged. The uterus was curetted; the endometrium 
appeared to be of normal thickness, but it was not examined microscopic- 
ally. There was no improvement after curettage. For the last few months 
the periods became irregular. She had ‘periods of amenorrhcea followed by 
profuse bleedings. Vaginal hysterectomy was carried out, the remaining 
ovary also being removed. 


The pathological report was as follows :— 
The Uterus : There was a small uterine polypus which revealed typical 


glandular hyperplasia. The remainder of the mucous membrane revealed 
an enormous increase of the stroma without any glandular changes. 


The Ovary : There was no evidence of a recent corpus luteum. There 
was a fairly lange haemorrhagic follicular cyst. 
The interesting features of the case were as follows :— 


1, The pathological report established the diagnosis of metropathia 
heemorrhagica. 

2. A uterine polypus combined with hyperplasia in a case of metro- 
pathia heemorrhagica is a rare finding, occurring in about 1o per cent of 
all such cases. 

3. In such cases the endometrium appears to be normal in thickness, 
and consequently the diagnosis of metropathia hzemorrhagica is missed. 

4. The pathologist, who is not familiar with this pattern of endometrial 
change, may also miss the diagnosis. 

5. The presence of a cystic folliculoma is a valuable help. 

The PRESIDENT said curettage hardly ever cured cases of irregular 
uterine hemorrhage, and it was always necessary to resort to hysterectomy, 
radium treatment, or X-ray treatment. This fact, he thought, showed that 
the cause of the bleeding in these cases was some outside influence and 
not anything in the uterus itself. He thought it possible that the cause 
lay either in the ovary or in dysfunction of the pituitary gland. 

Dr. J. McGratu said that in uterine specimens, when pathologists found 
small round cells (lymphocytes), they usually made a diagnosis of chronic 
endometritis. In cases of metrorrhagia hamorrhagica, when the polypi 
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et 
resembled those in Dr, Cannon’s case, the glandular changes were the 
most marked. Dr. Cannon had proved his case to be what he described. 
Dr. CANNON replied. 


_ Dr. C. J. SHORTALL showed 
A Dovus_e MONSTER. 


The mother, aged 33 years, had passed through two previous uneventful 
pregnancies and deliveries. During the present pregnancy nothing unusual 
was noticeable until the last three months, when the abnormally large 
abdomen and cedema of the feet prevented the patient from following her 
usual occupation, An examination of the urine showed nothing abnormal. 
The patient went to term, and 14 hours after the onset of labour Dr. 
Kierans was called in. He found a child’s head and shoulders delivered. 

The child was making attempts to breathe, but these soon ceased, The 
legs of the child were brought down, and the attachment to auother child 
became: obvious. The legs of the second child were delivered manually 
and it was then found that the arms were extended, One was brought 
down but he failed to release the second. The patient was taken to 
hospital, a distance of 10 miles, on admission to which the second child 
was completely delivered. The placenta and membranes were delivered 
intact in 20 minutes. The umbilical cord was abnormally long, measuring 
about five feet. The puerperium was uneventful and the patient was 
discharged from hospital in good health 13 days after admission, 

A superficial examination of the specimen shows two female children 
joined together at their pelves, the external genitals of the two being 
fused together. The umbilical cord of one is normal; that of the other 
small and fibrosed, ending about three centimetres from the umbilicus. 
This latter child shows other abnormalities—a cervical meningocoele, hare 
lip, club feet and malformed fingers. A post-mortem examination of the 
specimen was made by Dr. McGrath, and revealed separate and virtually 
complete circulatory systems, although the heart of the second child was 
much smaller than that of the first. The lungs of the second child had not 
expanded, whereas those of the first child had expanded. Some relatively 
large blood vessels communicated at the junction of the bodies, 

A radiological examination was°made by Dr, Murphy, who reported 
fusion in the lumbo-sacral region of the vertebral columns, with absence 
of one sacrum. 

The PRESIDENT referred to a paper in the British Journal of Obstetrics 
and Gynecology on Siamese twins, written by a doctor in India. He 
described eight cases of double monsters, and said that it was impossible 
from the external appearance to infer anything about the internal organs. 
In some cases the organs of each individual were complete, but in others 
they were very mixed up. The chief interest in cases of double monsters, 
from the clinical point of view, was the difficulty of delivery. Most text- 
books said that in these cases embryotomy should be done, but he had 
recently seen a paper in which the writer said that embryotomy was i190 
longer justified, and that if a case was diagnosed, Czesarean section should 
be performed in the hope of saving the children, 

Professor A. F. Drxon referred to the enormous amount of literature 
which had appeared in recent years on the causation of twins in a single 
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ovum, and mentioned the work of Dr. Stockhert who, working on animals, 
had produced twins in the single ovum; he said that in human beings it 
was now possible to discover the fact soon enough to prevent the birth 
of a double monster. One authority recently stated that in identical twins 
one was never as robust as the other. If an anastomosis was present in 
the placenta there was the risk that the heart of one child would not be 
so strong as that of the other, because the circulation in the heart would 
be changed. He thought the twins shown by Dr, Shortall were females, 
and that the cleft was the undivided vulva of the two feetfis. 

Dr. J. McGratu said that the twins were virtually identical. One had 
lived for a few minutes, but the other had died in utero. In one there 
was only a rudimentary vestige of the umbilical cord, which was completely 
dried up and mummified. 

Dr. SHORTALL replied. 


Dr. CANNON read notes on 
A SEVERE CASE OF RuptuRED Ectopic PREGNANCY. 


The patient, 36 years old, had had several children and one miscarriage. 
She was pale and very restless, and the pulse was just perceptible. There 
was a history of a missed period, The lower abdomen was rigid, and it 
was dull on percussion. The patient was given morphine and she was 
removed at once to the nursing home. On admission she was collapsed. 
The radial pulse could not be felt. The restlessness had disappeared and 
she was suffering from profound shock. Operation was deferred, but signs 
of reaction did not appear for at least four hours after admission. She 
was then operated upon under gas and oxygen anesthesia. After the 
operation she was given a blood transfusion. She made an excellent 
recovery. Dr, Cannon thought that, with rare exceptions, all fulminating 
cases of ruptured ectopic gestation should be operated upon as soon as 
possible. This case was one of the exceptions. To have operated upon her 
before she showed signs of recovery would certainly have hastened the end. 

The PRESIDENT said he agreed with Dr. Cannon that these patients 
could be divided into those in whom operation should be performed 
immediately, and those in whom operation should be deferred. He thought 
the most important thing when operating was that immediately the 
operation was commenced intravenous saline should be given, and that the 
giving of saline should not be deferred until the operation was over. He 
thought the giving of gum saline during operation was invaluable. it 
was stated a few years ago that blood should be taken out of the abdomen 
and given into the patient’s veins, and good results were reported from 
this procedure. He had never done this, but he thought the most important 
thing was to get the patient back to bed as soon as possible after operation, 
and carry out ordinary methods of stimulation. 

Dr. BETHEL SoLoMons said he disagreed with the suggestion that 
operation in cases of ruptured ectopic gestation should be deferred: it 
was illogical to allow a woman to continue bleeding, and the only delay 
he allowed was the delay necessitated by the preparation of the operating 
theatre : during this time submammary infusion of saline and a hypodermic 
injection of morphine were given, He enquired if Dr. Cannon’s patient was 
operated on where she was seen, or in a hospital. If the patient lived far 
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away from hospital the operation should be performed where she lived : the 
danger of removal was great. If, however, she lived near a hospital and 
was in bad surroundings she could be removed quietly and gently. He did 
not believe in delaying, during operation, to search for clots : the operation 
must be performed quickly and obvious clots should be removed, ‘ihe 
abdomen should be filled with saline and the patient should be put to 
bed and given restoratives. Transfusion of blood was unnecessary, and :n 
the vast majority of cases unpractical: he had never seen submammary 
saline infusion fail. Other measures for combating shock and collapse 
must be used. Dr. Solomons reported several cases showing that the 
cardinal symptoms of ruptured ectopic gestation could not be relied on, 
that cases with atypical symptoms and signs were frequently encountered, 
and that the diagnosis was not always evident. 

Dr. J..S. Quin asked what methods were used for the resuscitation of 
the patient during the period of waiting before operation. He had seen 
many cases of ruptured ectopic pregnancy, in the acute and the sub-acute 
stage, which had recovered, but he could not remember any which compared 
with that described by Dr. Cannon as being of the fulminating type. He 
felt that in extremely acute cases operation should be deferred, and he 
wondered if it would not have been better in Dr. Cannon’s case to apply 
restorative methods in the patient’s home and not to have moved her to 
a nursing home until the preparations for the operation had been completed. 
He thought that the extremely serious condition of patients, as in Dr. 
Cannon’s case was due to intra-peritoneal shock, and not to hemorrhage. 
Gas with oxygen was the ideal anesthetic to use at operation. Ether 
stimulated the patients for an hour or so after operation, but then they 
were likely to relapse. If blood transfusion was carried out the patient 
was restored to normal health in a few weeks instead of in a few months. 

Dr. D. G. Mani, said if a patient was really bad it was advisable to 
wait a couple of hours before operating, and to resuscitate her as much 
as possible. He had operated with gas-oxygen anesthesia and with open 
ether, and he had had good results with both. Before closing the abdomen 
the peritoneal cavity should be filled with saline until the saline bubbles 
out when the wound is being stitched. If this is done the patient does 
not require a transfusion of blood. 

Professor ENGLISH said he thought operation should be pérformed as 
soon as possible in these cases. He gave a small dose of morphia and waited 
for twenty minutes until it had had time to relieve the shock before he 
operated. He always pumped the blood out of the abdomen and put in back 
into the patient’s veins. He had always had good results, and had never 
had a fatal case. In a few cases a slight rise of temperature had occurred, 
but it had subsided quickly. 

Dr. J. F. CUNNINGHAM referred to the difference between a state of shock 
and a state of collapse, and he said it was hard to tell whether a rapid 
pulse-rate was due to shock or collapse. In collapse the patients suffered 
from air hunger and severe heemorrhage; while in shock they did not 
suffer from air hunger nor from severe heemorrhage. He thought, in these 
cases, the abdomen should be cleared of blood and the peritoneal cavity 
filled with saline. 

Dr. J. McGratu, referring to the injecting of blood from the abdomen 
into the patient’s veins, said that if hemolysis occurred in the blood, 
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as it must occur to a certain extent in the peritoneal cavity, he thought 
it would be extremely dangerous, in some cases, to re-inject the blood. 

Dr. CANNON, in replying, said that the methods he employed for the 
resuscitation of his patient were morphia, heat, and submammary infusion 
of saline. In the majority of cases he thought immediate operation was 
necessary, but he had no doubt that there were cases in which it was 
wiser to defer operation. 








